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To produce quality pharmaceutical products 
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responsibility of the Lilly Research 
Laboratories. Greater yields obtained from 
the extraction of pancreas glands, from the 
processing of raw liver, or from higher 
penicillin production are reflected in price 
reductions, Today, several Lilly 
preparations are available at less than 10 
percent of their introductory cost. 
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The psychosomatic price 


The tensions of modern living demand a price that 
is frequently gastrointestinal injury, occasionally 
peptic ulcer. The prevention and cure of peptic 
ulcer embrace the application of hygienic, 
psychiatric, dietary, and therapeutic techniques 
to this problem. 


Logically, therapy should include the administra- 
tion of materials which will tend to reduce the acidity 


of the gastric content without producing alkalosis or 
other undesirable effects. Coincidentally, a demulcent 
effect should be sought te coat the ulcerated sur- 
faces and protect them from erosion. Lederle 
research has found that a casein, low in sodium, 
high in calcium, in appropriate form, when given 
by mouth will accomplish these ends and pro- 
vide the patient with prompt symptomatic relief. 
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‘A Sanitarium for Rest under Medical Supervision, and Treatment of Nervous 
and Mental Diseases, Alcoholism and Drug Addiction. 


The Pinebluff Sanitarium is situated in the sandhills of North Carolina in a 60-acre park 
of long leaf pines. It is located on U. S. Route 1. six miles south of Pinehurst and Southern 
Pines. This section is unexcelled for its healthful climate. 

Ample facilities are afforded for recreational and occupational therapy, particularly out- 
sfof-doors, 

Special stress is laid on psychotherapy. An effort is made to help the patient arrive at 
an understanding of his life problems; and by adjustment to his personality difficulties or 
modification of personality traits to effect a cure or improvement in the disease. Two resident 
physicians and a limited number of patients afford individual treatment in each case. 


For further information write: 


Pinebluff Sanitarium, Pinebluff, N. C. 


Malcolm dD. Kemp, M. D. Medical Director 


Do I Need X-Ray? 


..- YOUR PATIENT FILE SUPPLIES THE ANSWER 


profexray Table Combination 


RADIOGRAPHIC AND FLUOROSCOPIC UNIT MODEL 
For \cur own satisfaction ... review the cases you have seen within 
the past month. Check off those in which X-ray techniques might have 
heen employed to good advantage. This simple survey tells you how 
useful X-ray in vour own office can be to you. 

Now 2... with the PROFEXRAY Table Combination, X-ray is avail 
ible to exerw physician. Limited space is no obstacle. This one com- 
pact unit replaces and serves as a modern examining table . . .and at 
the same time constitutes a self-contained unit which enables you to 
do both radiography and fluoroscopy with the patient in either the 
horizontal or vertical position, Even the control unit is built in and 
there is ample storage space for unexposed film. 

PROFEXRAY enables you to make the most complete fluoroscopic 
examination... and provides ample power and penetration to secure 
diagnostically excellent radiographs of skulls, chests, spines, extrem- 
ities and articulations, No floor rails, no special construction, ne 
special wiring or power supply are required. The unit is shock-proof 

and ray-proof. Instruction in its automatic operation, accordance 
aaa 4 with a simplified technique chart, is provided by a factory-traimed 
representative. You are invited to inspect films obtained with 

PROFEXRAY without assuming any obligation. 


$1095 
Fen, WINCHESTER 
“CAROLINAS’ HOUSE OF SERVICE” 


Winchester Surgical Supply Co. Winchester-Ritch Surgical Co. 


119 East 7th Street Charlotte, N.C. 111 North Greene Street, Greensboro, N. C. 
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BROAO STRE 


“Exclusively for Alcoholism” 


STAPLES MILL ROAD { 


LOMBARDY ST. 
U.S.HIGHWAY NO.1 


VIRGINIA 
BROAD MEDICAL 
| STATION 


TOWERS 


CHARLOTTESVILLE % TINY TOWN 


RECREATION CENTER 


1$ LOCATED APPROX/MATELY 
5% MILES WEST OF THE 

ay CITY LIMITS ~/N A QUIET 

the AND BEAUTIFUL SECTION 
: OF THE CITY. 


BROAD STREET SANITARIUM 


“Specializing in the treatment of alcoholism by the conditioned reflex aversion method” 


CHARLES G. YOUNG, M.D. VIRGIL JOHNSTON 
Medical Director Managing Director 


5 miles west of city limits on 
Broad St. Road Tele. 6-1556 Richmond, Va. 


Ill 
| BRO FROM THE NORTH 
a 
| HOTEL CAPITOL 


July, 1949 
ADVERTISEMENTS 


THE KOROMEX JELLy 
\ 


"A OF PHYSICIANS» 


e Reg 4, 
\ ALN 4% 
\ 
\ 
| () 
Physicians claim the Koromey all inclusive 
<ntraceptiy. Thj, fine ©Ontaine, is ivory. 
for home “Se ang idea! for 'raVveling. It ©ontains 
: two regula, Size tubes o¢ Korome, Jelly Which 
"est in Koromey 
Storeg in the NStructeg 
‘ Dose Plunge, APPlicato, thar Tests Securely On 
its Own rack. 
Where Pregnancy is recom. 
mend the Korome, Jelly Refillable 
Unit you, tiscriminating Women Patiens, 
For those Ff you, Patiens, Who "€quire a Slightly 
less bricating but ©qually &ffective 
aration a Similay “°mpanio,, Package con. 
j "dining two tubes of Korome, Cream insteag of 
Korome, Jelly is also *Vailable, 
AC TIVE REY "Ca N¢ N BENZ04), 0? AN( 
j PHENY mes URI¢ 02 IN Sy TABLE Or CREan bases 
HOLLaNny RANTOs COMPANY INC 145 STREET NEw YORK 43, N. y, 
MERLE YOUNGS PRESIDEN, 
i) 


July, 1949 ADVERTISEMENTS 


octoRs REPORE 


D 


h ndreds 
st pore Camels 


In a recent fe 
specialists, 


k 
of people ed throat orte 
examinations, 

making 


g SINGLE 
NOT 


Mol SECRETARY 


R. J. Reynolds Tobacco Company, Wit 


According to a Nationwide survey: 


than any other cigarette 


Doctors smoke for pleasure, too! And when three leading independ h organi 
tions asked 113,597 doctors what cigarette they ked, the brand named most was Cam 


>MOKERS 
id 
MADE MY OWN PERSONAL 
ag-DAY TEST! NOW | 
KNOW CAMELS ARE THE 
IRRITATION BEST-TASTING | 
C\GARETTE | EVER SMOKED!" 
| 
L¥ 
} 
SS 
el 


VI ADVERTISEMENTS July, 1949 


MEAT... 
And This Protein Era 


“Today we are in the protein era.”* This terse but meaningful state- 
ment, made by an outstanding authority in a recent review on the 
progress of nutrition, reflects an accomplishment of utmost significance. 

This résumé of modern nutrition concepts shows convincingly that 
the recognition of the vital role of protein in health and disease ranks 
among the great advances of medicine. 

The therapeutic use of a high protein dietary has revolutionized 
the prognostic outlook in many hepatic diseases formerly considered 
resistant to treatment. 

The use of high protein dietaries has resulted in a gratifying re- 
duction of surgical morbidity and mortality, made possibie by sys- 
tematic presurgical nutritional build-up of the patient. Through this 
same approach, wound healing and general recovery are greatly 
promoted. 

In nephritis and nephrosis, at one time considered absolute contra- 
indications for animal protein in the dietary, the use of protein in 
liberal amounts can significantly reduce mortality and decidedly im- 
prove the clinical condition. 

The benefits derived from high-protein nutrition in pregnancy and 
lactation are diversified and far-reaching, embracing both mother 
and offspring. For this reason, a generous extra serving of meat, 
given daily as a routine measure, has been strongly recommended 
as a means of improving the health of mother and child. 

Meat is rightfully regarded as an outstanding protein source. It is 
notably rich in protein. The protein of meat is biologically complete, 
capable of satisfying all protein needs of the body from childhood 
to old age. And, particularly important in disease, the excellent 
digestibility of meat gives virtual assurance that its protcin and other 
valuable nutrients become available for utilization. 


*McLester, J. S.: Protein Comes Into Its Own, J.A.M.A. 139:597 (April 2) 1949, 


The Seal of Acceptance denotes that the nutri- @2aas4 

| 
tional statements made in this advertisement 4 A 
are acceptable to the Council on boods and 


Nutrition of the American Medical Association. 


American Meat Institute 
Main Office, Chicago ..Members Throughout the United States 
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+e»Nasal Engorgement Reduced 
+». Soreness, Congestion Relieved 
Aeration Promoted 
-»-Drainage Encouraged 


with 


& 


HYDROCHLORIDE 


Brand of 
Phenylephrine Hydrochloride 


Wren Neo-Synephrine comes in contact with the 
swollen, irritated mucous membrane of the nose, the patient 
soon experiences relief. 


This powerful vasoconstrictor acts quickly to shrink engorged mucous 
membranes, restoring easy breathing, and promoting free drainage. 


The prolonged effect of Neo-Synephrine makes fewer applications 
necessary for the relief of nasal congestion — permitting longer 
periods of comfort and rest. 


Neo-Synephrine does not lose its effectiveness on repeated 
application . . . It may be employed with good results 

throughout the hay fever season .. . It is notable for 

relative freedom from sting and absence of 

compensatory congestion . . . Virtually no 
systemic side effects are produced, avensqneane 


Supplied as: 

%% and 1% in isotonic saline solution 
—1 oz. bottles. 

“%% in aromatic isotonic solution of 
three chlorides—1 oz. bottles. 

%2% water soluble jelly—%s oz. tubes. 


New 13,,N. Y. 
Neo-Synephrine, trademark reg. U. S. & Canada 
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Medical Society of the State of North Carolina 


OFFICERS 
President—Dr. G. WESTBROOK MurpPHY, Asheville 
President-Elect—Dr. Roscok 1D). MCMILLAN, Red Springs 
First Vice President—Dr. BENJAMIN F. ROYAL, Morehead City 
Second Vice President—Dr. JOSEPH A. ELLIOTT, Charlotte 
Secretary-Treasurer—Dr. MILLARD HILL, Raleigh 


Executive Secretary—Mr. JAMES T. BARNES, Raleigh 


COUNCILLORS 


First District—Dr. ZACK PB. OWENS, Elizabeth City 

Second District—Dr. ALBAN PAPINEAU, Plymouth 

Third District—Dr. DONALD B. Koonce, Wilmington 
Fourth District—Dr. BAHNSON WEATHERS, Roanoke Rapids 
Fifth District—Dr. WuGH A. MCALLISTER, Lumberton 

Sixth District—Dr. ARTHUR H. LONDON, Durham 

Seventh District—Dr. LESTER A. CROWELL, JR., Lincolnton 
Kighth District—Dr. JAMES H. MCNEILL, North Wilkesboro 
Ninth District—Dr. IRVING FE. SHAFER, Salisbury 

Tenth District—Dr. WILLIAM A. SAMS, Marshall 


The above-named officers and councilors constitute the Executive 
Committee of the Society 


many things 
to consider 


ae The choice of an oral estrogen 
Xx 


depends on many factors — 

potency, dosage, safety and cost. 

On the basis of cost alone, a sound choice 

is difficult. An oral estrogen that appears 

to “cost less” may be wanting in potency; another 
may provoke troublesome side actions. On 

the basis of potency, however, the differences 


among oral estrogens are enlightening. 


ESTINYL® 


(brand of ethinyl! estradiol) 


is by far the most potent oral estrogen 


in clinical use today. EstinyL* is from 7 to 87 times as potent as the most 
active stilbenes in use. EstTinyL is given in almost incredibly small dosage 
—as little as 0.02 mg. (1/3200 gr.) which is sufficient to control meno- 
pausal symptoms in many cases. 

This extraordinary clinical activity has practical importance. It is char- 
acterized by virtual freedom from untoward reactions. Such low dosage 
obviously results in lower cost. 


There are many things to consider in choosing an oral estrogen. Duly 
considered, EstinyL is an oral estrogen of choice. 


ESTINYL Tablets, 0.02 or 0.05 mg., in bottles of 100, 
250 and 1000. 


ESTINYL Liquid, 0.03 mg. per 4 ec. (teaspoonful), in 
bottles of 4 and 16 oz. 


ig O CC CMG CORPORATION * BLOOMFIELD, NEW JERSEY 


IN CANADA, SCHERING CORPORATION LIMITED, MONTREAL 
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Luzier’s Fine Cosmetics and Perfumes 


As Advertised In Publications Of The American Medical Association 
Are Distributed In North Carolina By: 


MRS, BEE DEVONDE, Divisional Distributor 
1231 Armory Drive 
Charlotte, N. C. 


Distributors 
MRS. HAZEL BECKHAM MRS. HARLON WHITMAN MRS, LUCILLE BROOKSHIRE 
2021 Bay St. 1716 N. Lee St. Route No, 2 
Charlotte, N. C. Salisbury, N. C. Lenoir, N.C, 


MRS. CORAL ECKARD MRs. CLYDE MORRIS MRS. ANNIE LIPE 
Pendleton Apts. 118 Patton St. Drawer 537 
Newton, N. C. Morganton, N. C, Kutherford College, 


EN MORRISON MRS. WAVOLYN BARTLES 
164 t St. Union Mills, 


Aa N.C, | 


DOOLEY AND DOOLEY, Divisional Distributors 
P. O. Box No. 1744 
Phone No, 39-9038 Charlotte, N. € 


Distributors 


MRS. EDNA P. McPHERSON MRs. en PEAKSON MRs. P. 0. SKIDMORE 
St. Box No. 129 Montgomery Ave. 


Cc, Albemarle, N, C. 
Phone No. 445 Phone No, 218 
MRS. MYRTLE COHOON MISS MAXIE JONES MRs. F ae EK BROOME MRs. MY — EK COOPER 
408 Gold Street 308 Frederick Apt. Box No, 78 Route No, » Box No. 41 
Shelby, N.C. Charlotte, N.C. Marshville, Charlotte, 
Phone No, 46141 Phone No. 37319 


FIELDS AND FIELDS, Divisional Distributors 
1214 Brooks Avenue 
Phone No. 3-3938 Raleigh, N. C. 


Distributors 


MRS. PEARL MAY MRS. POLLY a! POWELL AND POWELL MKs. MAYME HARLESS 
1112 Oval Dr. Perry Apts., No. 207 N, Lionel St. 10s Sentes Street 
Durham, N. C, Elizabeth City, N. Goldsboro, Sanford, N.C. 


MRS. EMMA PATE MRS. KATE WHELESS MKRs. SALLY EVERETT MKS. EVELYN BARBER 
14 Neuse Road Box No, 1151 12 Northern Blvd. 314 Johnson St. 
Havelock, N. C. Rocky Mount, N. Wilmington, N. C, Clinton, N.C. 


MRS. SALLY ADAMS MRS. ae io MRS. NINA WILLIAMS MKS. LOUISE FARLEY 
13 Bagwell Ave. Box No, 713 8S. Tarboro St. 500 Washington St. 
Raleigh, N. C. Windsor, Cc. Wilson, N. C. Kinston, N.C 


KENNEDY AND KENNEDY, Divisional Distributors 
2608 High Point Road 
Greensboro, N. C. 
Distributors 
MRS. ROSA NICHOLSON MRS. ESSIE O'NEAL MRS. MARY ETTA ROUTH MISS RACHEL BARNES 


Route No. 6, a No. 205A = Route No. 4, Kivett Dr. Box No, 7 10 East 4th Ave. 
High Point, N. C. High Point, N. C. Randleman, N. C. Lexington, N. C. 


MRS. CORA KIMSEY, Divisional Distributor 
P. O. Box No. 6066 
Asheville, N, C. 


Distributors 
"VIOLA QUINN GRACE BRIGMAN MARIE BALDWIN 
21 Wanoca Swannanoa, N. C, Fletcher, N.C, 
Biltmore, N. C. 
LULA WHITTAKER LILLIAN MAXWEL L 
Fletcher, N. C. Robbinsville, 


MRS, ALYCE H. LORTZ, Divisional Distributor 


P. 0. Box C-1 
Phone No. 3-2830 Greensboro, N. C. 


Distributors 
MRS. MABEL KEESEE 
Box No. 1176 Greensboro, N. C. 
Phone No. 2-6398 
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ESSENTIALLY THE SAME AS HUMAN MILK 
IN ALL VITAL NUTRIENTS 


In S-M-A the amino acid content—the growth-promoting factors, methionine 
and tryptophane included—is as high as the peak values for these 
amino acids in human milk... 
vitamin content (including vitamin C) equals or exceeds mini- 
mum daily requirements . . . 
minerals compare favorably with those of human milk... 
fat—the iodine number (index of unsaturated fatty acids) for 
S-M-A fat is standardized at the top of the range found in human milk. 


The percentage of linoleic acid (14.4) and linolenic acid (0.4) in the 
total S-M-A fat compares well with the same values for human milk. 


S-M-A builds husky babies 
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= 1000s AND 
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TO BETTER NUTRITION 


In dietary planning, the physician may prescribe with 
complete confidence any of Borden’s nutritional 
preparations. They conform at all times to the most 
modern concepts of nutritional science, and are 
formulated and produced with meticulous concern 
for quality, purity, and clinical serviceability. 


BIOLAC, approximating human milk in its nutritional content 
and digestibility, is an ideal replacement for mothers’ milk. 
With the addition only of ascorbic acid, it becomes a complete 
food — “baby talk for a good square meal”. 


MULL-SOY is a hypoallergenic soy concentrate — for those 
allergic to milk — closely resembling cow’s milk in all its 
nutritional values, but without the offending animal proteins. 
When milk becomes “forbidden food”, Mull-Soy offers 

a nutritionally efficient replacement. 


DRYCO provides a “master key” to infant nutrition with its 
wide range of formula flexibility for individual needs. 

Its high protein, low fat, intermediate carbohydrate ratio 
— for use with or without added carbohydrate — makes it the 
“custom-formula” food for all infant requirements. 


BETA LACTOSE is a highly palatable and readily soluble 
formula modifier in the form of an improved milk sugar, 
five times more soluble than alpha lactose. Milk’s natural 
carbohydrate for infants and adults alike. 


KLIM solves the problem whenever fluid milk is indicated in 
the diet, but lack of availability or of refrigeration make 

its use impracticable. This superior quality, spray-dried, 
whole miik, with soft curd properties is invaluable 

for use in infant feeding, or for dietotherapy in 

peptic ulcer and other special adult diets. 


The nutritional statements of this advertisement are acceptable 
to the Council on Foods and Nutrition of the A. M.A 


These Borden Prescription Products are available at all 
pharmacies Full detailed professional information 
gladly supplied on request 


BORDEN’ S$ PRESCRIPTION PRODUCTS DIVISION 


350 MADISON AVENUE * NEW YORK 17, N. Y. 
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A Modern Hospital 
for the 
Treatment of Alcoholism 
Exclusively 


A private hospital offering scientific, institutional, medical, 
psychological, reflex, reduction and other methods for the rehabilitation 


of consent patients suffering from alcoholism. 


All equipment modern with facilities to take care of 50 patients 


both male and female. 


Under the direction of a competent licensed M. D. with five 
consultant physicians subject to call. Registered Nurses in 


charge 24 hours daily. 


Approved and licensed by the Virginia State Hospital Board. Atop beautiful Mt. Regis, 
five miles West of Roanoke, on Highway 11, in the quict serene mountains 
of Virginia, conducive to rest, comfort and recuperation, Doctors inspection invited. 


For information phone or write. 


Five Miles West of Roanoke on Route No. 11. 


Salem, Virginia — Phone Salem 287 


Copyright 1948. H. N. Alford, Atlanta, Ga, 
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SCIENTIFIC 
PRENATAL 


SUPPORTS 


Designs developed over many 
years, in full consultation with 
obstetricians, insure ample 
support for the abdominal 
musculature, pelvic girdle and 
lumbar spine without con- 
strictionatany point. AllCamp 
Supports are accurately fitted 
about thepelvis. Thustheuter-. 
us is maintained in better po- 
sition, the abdominal muscles 
and fasciae are conserved and 
there is support for the re- 
laxed pelvic joints. The patient 
is assisted in maintaining bet- 
ter balance in the course of 
the postural changes of preg- 
nancy. Physicians may rely on 
the Camp-trained fitter for 
precise execution of all 
instructions. 
If you do not have a copy of 
the Camp ‘‘Reference Book for 
Physicians and Surgeons", 
will be sent on request. 


THIS EMBLEM is displayed only by reliable merchants in your ¢ ity. Camp Scientific Supports 
are never sold by door-to-door canvassers. Prices are based on intrinsic value. Regular technical 
and ethical training of Camp fitters insures precise and conscientious attention to your recommendations. 


S. H. CAMP & COMPANY, JACKSON, MICHIGAN 
World’s Largest Manufacturers of Scientific Supports 
Offices in New York © Chicago * Windsor, Ontario ¢ London, England 
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@ Why should a busy-~ practicing 
physician bother about understand- 
ing the factors that influence peni- 
cillin blood curves? 


@ Are blood ievels after penicillin 

procaine in aq s ® Can penicillinG potassium in aque- Your FREE 
similar to those after penicillin pro- ous solution be used for repository seh 


caine in oil?* therapy? 


©@ How are repository penicillin @ Which kinds of infections will 
preparations best used? respond to low levels of penicillin? 


These questions and many others are answered in ‘Repository Penicillin 
Therapy,”’ a new 36-page book prepared by the Medical Staff of Abbott 
Laboratories to help clarify the penicillin picture. This book covers recent 
and significant work by leading investigators in the field of penicillin 
research and therapy. Numerous charts illustrate the text. The bibliography 


contains 67 references. 
For your FREE COPY of this up-to-date, informative manual, simply fill 
out, clip and return the coupon below. Do it now before it slips your mind. 


| 
LABORATORIES North Chicago, Illinois 


North Chicago, Ilineis nia, copy ef your new book, “Repository 
A Leader in 

Penicillin Development 
end Production STREET 


STMJ 22-749 
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Significant Advance 
ANTIBIOTIC THERAPY 


Note these five favorable attributes 
of Dihydrostreptomycin Merck 


(1) Low incidence of vestibular disturbances 


(2) Significantly less toxic 


(3) Less frequent allergic manifestations 
(4) Highly purified 
(5) Undiminished antibacterial activity against Mycobacterium tuberculosis 


chemically distinct from strepto- 
mycin, with greatly reduced neu- 
rotoxicity, Dihydrostreptomycin 
Merck is especially useful in cases re- 
quiring relatively high dosage, such as 
miliary tuberculosis and tuberculous 


highly purified antibiotic, 


meningitis. 

It can be used interchangeably for 
intramuscular therapy with Strepto- LOW INCIDENCE 
mycin Calcium Chloride Complex OF EIGHTH CRANIAL 
Merck or other forms of streptomycin. NERVE DAMAGE 


Descriptive literature is yours for the asking. 


MERCK 


(supplied as the sulfate) 


MERCK & CO.,, Ine. Manufacturing Chemists RAHWAY, N. J. 


tee Narcone Onder 
POISON 


100 
Tablets No. 1733 
PAPAVERINE 
HYDROCHLORIDE 

3 gre. (0.2 Gm 

Tablets No. 1671 

PAPAVERINE 
HYDOCHLORIDE 
11/2 (0.1 Gm.) 


PAP. 
OROCHL OR 1p, 
STERN union” 
LIZED SOLUTION 


0.0342 ¢ 


Quiets Smooth-Muscle Spasm 


The chief effect of papaverine is relaxation of all smooth 
muscle without interference with normal contractions. 
Many conditions associated with smooth-muscle spasm have 
been benefited by papaverine therapy. Prescribe Papaverine 
Hydrochloride, Lilly, for relief of vascular spasm 
associated with coronary occlusion, angina pectoris, and 
peripheral and pulmonary embolism; for bronchial spasm 
and accompanying allergic conditions, such as asthma; 
and for visceral spasm, as in ureteral, biliary, and 
gastro-intestinal colic. Tablets and ampoules are 
available on prescription at all retail and hospital 
pharmacies. 


« lly 


ELI LILLY AND COMPANY, INDIANAPOLIS 6, INDIANA, U.S.A. 
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HEARTS THAT NEED 
YOUR HELP AND OURS 


The incidence of heart disease continues to increase as the 
average span of life is lengthened. The problem is being 
attacked on several fronts. Delicate instruments of diagnosis, 
better preventive measures, and improved surgical 
techniques have been devised. Knowledge of the physiology 
of the heart and vascular system is increasing. Useful new 
drugs have been introduced, and more are being developed. 

Specialists in this field at the Lilly Research Laboratories 
are placing major stress upon the medical approach to this 
problem. With crystalline digitoxin and newer diuretic drugs, 
many victims of advanced heart failure, who formerly would 
have been considered beyond treatment, are now relieved of 
symptoms. Papaverine hydrochloride makes possible the 
symptomatic relief of coronary occlusion, angina pectoris, and 


certain types of vasospastic disease. Even though the 
fundamental disease condition remains, life may be prolonged 
and made more useful and pleasant. 
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Since accepting the kind invitation of Dean 
Carpenter to be with you this afternoon as 
your commencement speaker, I have experi- 
enced various and changing emotions. The 
first was happiness and (I hope) a pardon- 
able pride that this faculty, with character- 
istic generosity of judgment, should assume 
that I, a small-town doctor, might have 
something to say, out of the experiences and 
observations of my own life, that would be 
worthy of this occasion. However, when I 
began to give consideration to what I should 
talk to you about, I experienced a marked 
degree of diffidence, which I must confess I 
feel even up to the present moment. It is 
usually customary for a commencement 
speaker to offer certain advice to members of 
a graduating class, and I have thought to 
myself: Who am I to be offering advice in 
times like these to voung men and women of 
your training about to embark on a profes- 
sional career? It is, therefore, with a feeling 
of both humility and responsibility that I 
approach the task assigned. 

What I will have to say is not in the nature 
of advice. As we grow older, both in vears 
and in experience, we are less prone to advise 
or to help determine a pattern of conduct 
for anyone. We are_more disposed to make 
suggestions for the consideration of those 
who ask our opinion. What I will have to say, 
then, is in the form of suggestions for your 
consideration. 

In the first place, because you are by cir- 
cumstance a privileged and select group, I 
believe that vou should consider your duty 
and responsibilities as citizens of your coun- 
try. In the second place, because the world, 
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and with it the profession of medicine, are 
constantly changing, you should continue to 
maintain throughout your lives the attitude 
of your student days—the will to learn and 
improve. And in the third place, because 
certain principles do not and should never 
chunge, I think you should give consideration 
to your own personal lives, in order that you 
may live them to the fullest possible happi- 
ness and usefulness. 

Acceptance of a Citizen's Responsibilities 

Taking up these suggestions in order, let 
us think for a few moments of our respon- 
sibility and obligation as citizens of our coun- 
try and of the world. 

It is almost unnecessary to call to the at- 
tention of you who graduate today the fact 
that you are leaving this institution at a 
serious juncture in the history of this nation 
and of the world. Both at home and abroad, 
the nation is beset with exceedingly difficult 
problems which call for honest, intelligent, 
and courageous leadership and citizenship 
such as you are in a position to furnish. You 
have witnessed one of those interludes of 
history which come upon us every few hun- 
dred years—a time between times, the end 
of one era and the beginning of another 
which is yet clouded in the fogs and mists 
of the future. You have witnessed a twilight 
zone, When the darkness of catastrophe was 
very real and the light of civilization seemed 
almost extinguished. And, sad to relate, in 
spite of the multiple and tremendous sacri- 
fices in blood, toil, and natural resources 
which the people of the world have suffered 
in the recent past, the dark threat of catastro- 
phe is still very apparent 

Thirty-four vears ago, the first World War 
burst with all its fury on a then peaceful 
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Europe, eventually involving America and 
most of the civilized world. The tranquil or- 
der and more or less fixed patterns of living 
that had existed for some time prior to this 
event lost their certainty and their security 
in the ramifying confusion that followed. 
Greed, selfishness, lack of social conscious- 
ness, nostalgic longing for the impossible 
return of a former day, with associated eco- 
nomic, social and political unrest and _ inse- 
curity, finally culminated in the second 
World War. 

This terrible conflict was not entirely a 
war of arms. It was a war of ideas—what 
the German press saw fit to call “a world 
revolution.” As we saw it, this revolution of 
ihe totalitarian powers was aimed at the 
destruction of those elements which consti- 
tute the foundation of civilization—namely, 
Christianity, human dignity, tolerance, and 
mercy. Justice and truth were equally im- 
periled, and the use of reason had been 
marked for obliteration. Founded upon a 
philosophy of violence, this movement glori- 
fied war as the highest activity of mankind, 
and openly undertook and accomplished with 
its pagan ideas the corruption of the entire 
youth of several nations. And never in all 
its history did man’s inhumanity to man 
sink to such levels of degradation. 

This savage and bestial violence continued, 
not only by force of arms, but by intrigue, 
treachery, and false propaganda against our 
own ideals and institutions embodied in the 
democratic way of life. Spurred on by the 
ideal of lasting peace, based on equity and 
justice for all peoples of the world, our 
country and its allies crushed, by prodigious 
military and industrial efforts, sacrifice and 
suffering, the powerful and evil forces of 
Nazi Germany and Fascist Italy. In this sue- 
cessful struggle, circumstances allied us with 
a strange ally—an ally whose government in 
many of its ruthless characteristics and con- 
cepts, and in the virtual enslavement of its 
people, differed but little from the pagan 
forces of the Nazis and Fascists, which our 
nation, with its strange ally, finally defeated. 
We refer, of course, to the rulers of Soviet 
Russia and their communistic doctrine, 
always aimed at world revolution and the 
destruction of the democratic system, and 
now again active in fostering these aims. 

We think that impartial history will record 
that our own beloved nation had the desire 
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and made an honest attempt to cooperate 
with Soviet Russia for the betterment of civ- 
ilization and the world. We think that the 
unfolding of impartial history will also re- 
cord that our desire and belief that demo- 
ceacy and communism could cooperate har- 
moniously in the world for the betterment of 
mankind was from the beginning only a no- 
ble, and at the same time, brittle illusion. In 
a ravaged, sad and distraught world, it seems 
that we are now committed to test, for all 
time, the will and worth of democracy. 

Have you, as highly educated men and 
women and members of a profession dedi- 
cated to the relief of human suffering, the 
proper conception of your responsibility in 
aiding in the preservation of the democratic 
system in the so-called “cold war” between 
demovracy and communism? Have vou form- 
ulated any ideas as to how you may contrib- 
ute to the favorable outcome of the test to 
which our system is now being subjected? It 
x to me that the result of this test de- 
pends upon people like vou and me, and other 
groups educated in the different trained 
fields with which America is blessed. It is 
our common duty to inform ourselves and 
to keep informed of matters within and with- 
out our profession which affect our country 
and its citizens; to lend our time, talent, 
judgment, and influence to advance and 
broaden our system; and to strive to correct 
the conditions in our country that canker the 
true spirit of democracy, and leave us and 
our system vulnerable in the court of world 
opinion. 


Too long have we lived upon the spiritual 
capital of the past, and we must renew this 
spiritual capital before we become spiritually 
bankrupt. While true democracy is a way of 
life based on the principles of Christianity, 
frankness compels the statement that we 
have at times only feebly adhered to these 
principles. Our record is not without blemish, 
and in the clash between the ideologies of 
democracy and communism, which may weil 
lead to armed conflict, some of the conditions 
existing in our nation make us particularly 
Vulnerable. We cannot bomb the ideology of 
communism, or any other ideology, out of 
existence; but we can, by precept and ex- 
ample, by education and actual living and 
teaching of true democracy, reveal commun- 
ism in its true light by the acid test of com- 


parison. Legislation of democracy alone will 
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not cause it to work. We must strive to live it 
in order to make it work. 

There is a disease abroad in America and 
in the world. It is a disease associated with 
a common human frailty. It is an elusive dis- 
ease which wears a thousand faces. It is a 
disease that is blind, and it has all the brutal 
power of the blind grab. The disease is 2s 
old as time, and is the epitome of iniquity. 
At every opportunity and in every age, it 
has raised, and will continue to raise, its ugly 
head. The profession of medicine has not en- 
tirely escaped the ravages of this disease. 
It is this disease, far more than communism, 
that is the real threat to democracy and to 
America. I think that we know the diagnosis 
of this disease. It is single selfishness and 
compulsive greed, 

I sensed the of this 
vaguely while a medical student, when I sold 
some Liberty Bonds for much less than their 
actual value. They were part of a small legacy 
that my father had left me for an education, 
and through no fault of his or mine, they 
did not bring their specified value. I appre- 
ciated this disease fully as a practicing phy- 
sician during that period known as “the 
great depression.” As a medical counsellor, 1 
saw everywhere around me during those 
vears the evidence of incalculable ruin and 
suffering. IT saw my patients and friends lose 
all the material wealth and accumulation 
of a lifetime. It struck the life of almost 
everyone I knew, and in the fears, complaints, 
privations of numerous friends and 
patients, T lived, felt, and actually experi- 
enced the full weight of that horrible human 
calamity. 

Tsaw people without fuel and proper cloth- 
ing. I saw people ejected from their farms 
and homes. I saw people squatting in filthy 
public buildings in order to keep warm— 
their stomachs empty, their souls despairing. 
IT saw acts of violence and cruelty, the men- 
ace of brute privilege and cruel and corrupt 
authority, trampling ruthlessly upon the lives 
of the poor, the weak, the wretched, and the 
defenseless. The picture of these scenes of 
suffering, oppression, and poverty, going on 
unheeded ina country in which privilege was 
still unrestricted, unrestrained, and in many 
instances indifferent, left an impression upon 
my life which wil! not be erased. 
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But with this impression I experienced 


another, and a more glorious one—the evi- 
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dence of the fortitude of man. It was the real- 
ization of his ability to suffer and somehow 
to survive. It was through these experiences 
that I came to share certain of the qualities 
and beliefs in the lives of all people, and they 
created in me great sympathy and admiration 
for the average human being. 

In the short span of less than two hundred 
vears we have fashioned many admirable 
things in America. Most of them are good, 
and are the inspiration of people all over the 
world. But some of the things that we have 
fashioned are false, cankerous, and self-de- 
structive in their nature. I believe that they 
have been in the process of destroving them- 
selves for some time, and that the catharsis 
of these forms will in time be complete. One 
of these harmful forces, I feel certain, is a 
political economy which allows the unre- 
strained and unlimited accumulation of privi- 
lege, wealth and vast power, and at the same 
time permits the existence of such conditions 
as I have depicted. The co-existence of such 
conditions is, I believe, the enemy of true 
democracy. 

This statement, I hasten to add, is no in- 
dictment of accumulated wealth and its wise 
use, of Which we have so many striking and 
useful examples in Winston-Salem and 
throughout the nation. Neither is it an indict- 
ment of free enterprise, which has made our 
country great, and in which I believe with all 
my heart. It is only an attempt to suggest 
that vou, as enlightened citizens and destined 
leaders, think about this and other condi- 
tions which are harmful to democracy and 
threaten its existence in our country. Let us 
be specific and mention some of these other 
conditions. 

Selfishness, greed, intolerance, and hatred 
are not peculiarly the characteristics of com- 
munism. In varied forms, they exist in our 
own country. In the daily papers during 
this world crisis we read of strikes, discrim- 
inations, and intolerance. We know that our 
government is constantly subjected to the 
lobbying of pressure groups, seeking their 
own selfish advantage, without consideration 
or thought of the welfare of the country as a 
whole. We see labor misguided and misled by 
selfish, short-sighted, and power-drunk lead- 
ers, jeopardizing our whole country. We see 
vested and powerful interests engaging in 
trusts and combines to stifle competition 
and deny equal opportunity to small opera- 
tors in the field of business. 
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We see members of your profession and 
mine, some of them in high position, totally 
unconcerned when honest efforts are made 
to solve the social problems of medical prac- 
tice. They are not only unconcerned, but 
they make efforts to obstruct social progress 
in these fields. As a result, our present public 
relations are at a very low ebb. In our 
country we see also outbursts against the 
Jews. We see our school systems inadequately 
supported, and in the state of Alabama in 
recent years we saw only $7.00 spent per 
avnum for the education of a Negro child, 
as compared with $44.00 spent for the educa- 
tion of a white child. These conditions are a 
sad commentary on democracy, in which we 
profess to believe, and they weaken us im- 
measurably in the test to which we are being 
subjected throughout the world. 

We must live democracy if it is to survive, 
and dedicate to it ourselves as well as our 
means, Citizenship must have its base in the 
spirits of our citizens. The Old Testament 
teaches in effect that all governments, to 
sueceed, must seek to express the will of God, 
who is the God of all people and all the 
nations. And from the New Testament we 


gain the spiritual principle that all men are 


brothers, the children of one Father. This 
ideal was the inspiration of our founding 
fathers, and has been the inspiration of dem- 
ocratic movements through the centuries. 
May we not ask, then: Is not democracy a 
way of life based on the worth and dignity 
of the average human being? 

Its demands may seem radical, but is it not 
true that democracy, in order to be stable 
and durable, must be present in the minds 
and hearts of people like you and me? We 
must not only attempt constantly to expand 
and improve our political democracy, but 
we must also work toward removing the bar- 
riers to spiritual brotherhood which exist 
within us and within our country. Unless we 
do this, democracy is in mortal danger. 

Never has there been a time when we 
needed liberal leadership, endowed with a 
venuine human interest, more than we do 
now. We need this type of leadership from 
local to national levels, and we need en- 
lightened citizenship to see that we get this 
type of representation, and to support lead- 
ers who are pledged to represent, and will 
represent, without fear or favor, all groups 


of people. 
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It is the opportunity and the duty of men 
and women like you in the medical profession 
and in other trained and educated groups to 
use vour influence in the communities in 
which you live to obtain this type of leader- 
ship, and to use your talent for clear and 
honest thinking to evaluate and separate the 
forms and trends that are good from those 
that are evil. With such a philosophy we 
will have nothing to fear for this nation, its 
institutions, and its people. They will remain 
deathless and indestructible. With such a 
philosophy the true discovery of America is 
still before us, and the true eventuation of the 
spirit of our people, of our blessed and 
mighty nation is yet to come. I think also that 
the true discovery of our democracy is still 
before us. It beckons us onward with the 
hope and promise of incalculable accomplish- 
ment. I challenge you to have a part in the 
usefulness and glory of the achievements vet 
to come. Medicine, of course, will be vour 
primary interest and field of service, but I 
repeat the suggestion that vou have a com- 
mitment and an obligation in the broad 
duties of constructive citizenship above and 
bevond the practice of your profession. 


Maintenance of the Student Attitude 


Now, let us consider briefly the second 
suggestion—namely, the maintenance of the 
student attitude. The fact that you are receiv- 
ing your diplomas this afternoon is evidence 
that you are men and women whose educa- 
tion and training are far superior to those 
of the average young man or woman of your 
vears. You have demonstrated perseverance, 
energy, and mental acumen. Under an able 
faculty vou have been taught intellectual dis- 
cipline, the factual approach to problems, the 
importance of research and originality, and 
the influence of the mind and emotions and 
environment on the various systems of the 
human body. You have been taught to con- 
sider the dignity and worth of the patient 
behind the disease which afflicts him, and to 
manage him with tact, sympathy, kindness, 
and understanding. You have also” been 
taught the supreme importance of straight 
and honest thinking. 

You have witnessed the advent of atomic 
energy and the inauguration of a golden age 
of therapeutics in the introduction of the sul- 
fonamides, penicillin, and streptomycin——so 
useful at present and so full of promise for 
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the future. The need for the type of service 
which you have been so carefully trained to 
render Was never greater than it is today. 
Particularly is there a need for general prac- 
titioners, and I know of no field in which 
a person with your training can serve more 
usefully, more remuneratively, or with 
greater personal satisfaction. 

Your state and nation are engaged in help- 
ing to provide facilities in which you may 
work. Your State Medical Society is earnestly 
trying to help our Blue Cross Insurance As- 
sociations to furnish complete coverage 
against the costs of illness for low income 
workers, and your State University Medical 
School is being expanded, with the avowed 
purpose of integrating medical care and 
overcoming medical isolation with the aid of 
our two privately endowed schools. I consider 
it to be your duty to familiarize yourself 
thoroughly with these measures, all designed 
to bring about an adequate and economical 
distribution of medical care of high quality 
to all groups of our people. 

It is my earnest hope that many of you 
will give consideration to the opportunities 
and advantages of general practice. You will 
fill a real need by doing so. But whatever 
field you enter—-whether it be one of the 
specialties, medical education, the Army, the 
Navy, the Public Health Service, the Veter- 
an’s Administration, or the field of general 
practice and family counsellor — I suggest 
that when you engage in practice you resolve 
to remain throughout vour life a student phy- 
sician. People in general can be divided into 
two groups—those that are learning and those 
that are forgetting: those that each year 
know more, and those that each year know 
less. There seems to be no third group—those 
that are stationary. Things in nature rarely 
are static; they increase or they decrease, 
they grow or they decay, they progress or 
they retrogress. As physicians you should re- 
member this and make every effort to keep 
out of the retrogressive state, and on the 
side of increase, of growth, and of progress. 

The state program now getting under way, 
the excellent medical periodicals now pub- 
lished, the numerous medical meetings open 
to any physician, and the opportunities for 
postgraduate instruction now available, col- 
lectively offer full opportunity to keep rea- 
sonably abreast of the ever-changing devel- 
opments of your profession. I suggest that it 
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is your duty to take full advantage of these 
opportunities and to remain a student as long 
as you live. 


Personal Considerations 


And now we come to the final suggestion 
—namely, that you consider yourselves in 
terms of your own personal life, in order that 
you may make, within and without your pro- 
fession, the greatest possible contribution. 
This suggestion, I think, is most important 
for a physician because of the intimacy and 
delicacy of his relationship with his fellow 
man. From time to time a physician can, 
with benefit, spend a few moments in medi- 
tation and ask himself some questions: What 
am I? What do I stand for? For what am I 
seeking and striving? What do I long for? 
What do I contribute to my patients, my fam- 
ily, my community, my state and my nation? 
Broadly speaking, there are two kinds of peo- 
ple—those that contribute, and those that do 


not contribute. The contributors have added 
something to life’s abundance and happiness 
as they passed along. They have, with vary- 
ing degrees of success, known something 
about now to develop their lives. 

I suggest that there are two forms of suc- 


cess for physicians. Material success depends 
upon talent, training, and the will to work. 
A physician must have it, for under the sys- 
tem in which we live reasonable economic 
security for ourselves and for our loved ones 
is essential in order to ensure that peace of 
mind necessary for worthwhile accomplish- 
ment. But there is also a personal, private 
success which is equally important. This also 
demands talent, training, and energy, but in 
addition it requires of those who would enjoy 
it a genuine interest in and love of people, 
particularly the unfortunate, the afflicted 
and the needy. 

If we would emulate those who have with 
some success regulated their lives, we must 
develop also our persona! courage to stand 
up for principles we believe to be right. We 
must develop our self control and our toler- 
ance in order that we may take criticism and 
analyze it for what it is worth, that we may 
not in provocation say things that will wound 
the feelings of a friend. We must guard our- 
selves not to betray confidences entrusted 
to us, and keep our tongues from becoming 
instruments of gossip and slander against de- 
fenseless people. We must practice self-denial 
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and develop and foster the self-discipline 
which is a part of our training. 

Service in various ways is the duty and the 
happiness of a physician. A self-centered life 
is doomed to failure. We hear a great deal 
about self-sufficiency in medicine. This is 
fine, but I suggest that we can become self- 
sufficient to the point of being self-centered, 
and thereby lose the common touch. If we 
become self-centered, we miss the joy of 
spreading happiness and abundance to others 
and the exquisite satisfaction that comes with 
the performance of worthwhile service. A 
deed of kindness here, a word of encourage- 
ment there, a warm handclasp, a gift of our 
time and means whenever possible to worthy 
causes and endeavors, are all a part of the 
service which a physician is privileged to 
render. These four lines of verse serve to il- 
lustrate what I am attempting to say: 

I built a chimney for a neighbor old 

I did the service not for hope nor hire, 

And then I wandered in the winter’s cold 

But all that day I glowed beside a fire. 
This verse needs no interpretation by me to 
you, but I would stress the beauty of the 
thought that the fire you build in the other 
fellow’s chimney brings to the builder its fin- 
est warmth and glow. 

And finally, I suggest that no life is com- 
plete unless it is influenced by the spiritual. 
I do not speak of organized religion, al- 
though I believe that the average man or 
woman can best contribute through an organ- 
ization. I do not speak of form or creed, or 
of rules and regulations, though I would not 
argue with those who do. To my mind, form 
and creed are relatively unimportant. It is 
the good life that counts, and I am proud of 
the fact that I live in a nation where Jewish 
synagogues, Catholic cathedrals, and Protes- 
tant churches of all denominations raise their 
spires with equal freedom heavenward and 
reach for God as the flowers reach for the 
sun, 

I would not quarrel with the infidel or the 
agnostic, but I believe that the physician is 
benefited by a belief in a power higher 
than his own, and I suggest that such a 
belief will add to his capacity and to his 
stature. I believe with all my heart, as did 
Plato centuries ago, that the soul of man, the 
spirit of man, if you please, is immortal, 
and that through his spirit and his children 
he projects himself into the future, both for 
good and for evil. I respectfully suggest that 
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the average man and the average physician 
is solaced, comforted, and sustained by such 
a belief. The immortal Thomas Wolfe ex- 
pressed himself in this connection with these 
powerful words. Let me give them to you as 
he wrote them: 


“The deepest search in life it seemed to me, the 
thing that in one way or another was central to all 
life, was man’s search to find a father—not merely 
the father of his flesh, not merely the lost father 
of his youth, but the image of a strength and wis- 
dom, external to his need and superior to his hun- 
ger, to which the belief and power of his own life 
could be united.” 


Yes, the spiritual is all about you and 
within you, and the physician, like other men, 
is conscious of it. The lines of Carruth, the 
poet, have impressed me, and for many years 
I have referred to them. May I give them to 
you? 

A firemist and a planet 

A crystal and a shell 

A jellyfish and a saurian 

And caves where the cave men dwell 
And then a sense of law and beauty 
A face turned from the clod 

Some call it evolution 

And others call it God. 


A haze on the far horizon 

The infinite tender sky 

The ripe, rich tint of the corn fields 
And the wild geese sailing high 

And all over upland and lowland 
The charm of the golden rod 

Some of us call it autumn 

And others call it God. 


Like tides on a crescent sea beach 
When the moon is new and thin 
Into our hearts high yearnings 
Come welling and surging in 
Come from the mystic ocean 
Whose rim no foot has trod 
Some of us call it longing 

And others call it God. 


A picket frozen on duty 

A mother starved for her brood 
Socrates drinking the hemlock 

And Jesus on the rood 

And millions who humble and fearless 
The broad, hard pathway plod 

Some call it consecration 

And others call it God. 


Conclusion 


In conclusion, consecration is the word that 
I would like to leave with you as I wish you 
Godspeed and happiness in every task which 
engages your talent, vour time, and vour 
training. Consecration to your country as a 
citizen now and in the days ahead. Conse- 
cration to the duty of keeping an increasing 
knowledge. Consecration to medicine and of 
your life, in service to others, and in service 
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in the temple of the immortal human spirit. 
And finally, consecration to your own per- 
sonal integrity, which will bring to vou seren- 
ity and inner peace. These are charges you 
have to keep. The manner of their keeping 
is what will be termed your life. 


THE URGE TO INTERFERE IN 
OBSTETRICS 
CHESTER D. BRADLEY, M.D. 
NEWPORT NEWS, VIRGINIA 


Ill-advised interference with pregnancy 
and labor has probably caused as much dam- 
age to mothers and babies as obstetric dis- 
‘ase itself. The urge to interfere arises very 
often from the anxiety of the patient and 
her family. These have the power, unless 
they are properly managed, to push us into 
needless intervention which we may bitterly 
regret afterward. 

Today we live in an age of. scientific 
miracles. Radar impulses are bounced off 
the moon, and jet planes are flown faster 
than sound. Therefore, the public can hard- 
ly be blamed for assuming that we of the 


medical profession have it in our power to 
match these wonders in the realm of human 


physiology. There is often an impatience 
with Nature’s leisurely ways. For instance, 
our modern public likes to have its babies 
arrive promptly on schedule, like railroad 
trains. Even though the baby be only a day 
or two overdue, the doctor is often expected 
to take the patient to the hospital and “start 
her up” like a balky automobile engine. If 
he should fail, the family concludes that 
there is something very wrong and may de- 
mand the services of a more expert mechanic. 
The Estimated Date of Delivery 

It is well known that the duration of preg- 
nancy varies from one individual to another, 
and even with the same individual in succes- 
sive pregnancies. Yet the patient and her 
family tend to regard the estimated date of 
delivery given them by the physician as an 
absolutely accurate prediction. The woman 
who “goes beyond her time’ is viewed with 
alarm and misgiving. A standard greeting 
on the street and in the shops is, “What, are 
you still here?” Whole neighborhoods have 
been aroused to indignation with this or that 
physician because a certain pregnant woman 
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is thought to be “late” or “overdue.” The 
patient is ominously warned that the “baby 
will get too big.” Sometimes the doctor is 
visited at his office by a solemn delegation 
consisting of the patient, her husband, and 
the mother of one or the other spouse. The 
question sternly put by this trio is, “What 
are vou going to do about it?” 

The amount of hysteria which can be gen- 
erated over what is, after all, a delusion is 
indeed astounding. About ten years ago, two 
Hungarians, Burger and Korompai''’, found 
that of 4656 mature births less than 40 per 
cent occurred at or near the estimated aate 
of delivery. They figured the date of deliv- 
ery according to Naegele’s well known rule 
of adding seven days to the date of onset of 
the last menstrual period and counting back 
three months. This is just a short way of 
counting forty weeks from the time of the 
last menstruation. It was found that only 4.1 
per cent of the infants were born exactly on 
the estimated date. Eighteen and one-half 
per cent were born one to five days before, 
and 16.6 per cent were born one to five days 
after the estimated date. This means that 
only 1822, or 39.2 per cent, of these 4656 in- 
fants were delivered on the estimated date 
or within five days of that date. The remain- 
ing 2824, or 60.8 per cent, were born six to 
thirty-one days before or after the estimated 
date. All these babies weighed at least 5 
pounds, 12 ounces (2600 Gm.). 

To learn what proportion of American 
women go into labor at the estimated date, 
I have analyzed the records of 1041 patients 
whom I have delivered in recent years on 
the Virginia Peninsula. Excluding 36 pre- 
mature labors and 5 cesarean sections which 
were done before the onset of labor, there 
were left for analysis exactly 1000 preg- 
nancies which continued to term. The pre- 
diction was considered successful only if the 
woman was delivered not more than three 
days before or three days after the estimated 
date (forty weeks from the last menstrua- 
tion). 

It was found (table 1) that only 34.5 per 
cent were delivered on the estimated date or 
within three days of it, while an equal pro- 
portion — 34.5 per cent—were delivered 
either one or two weeks after the estimated 
date (forty-one or forty-two weeks from the 
last menstruation). Twenty-six and four 
and Korompai, L.: Die Bewertung der Berech- 
nung des Geburtstermines nach Naegele auf Grund 


unserer heutigers Kenntnisse, Zentralbl. f. Gynik. 63:1290- 
1298 (June 10) 1939. 
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Table 1 


Time of Delivery After the Last 
Per Cent 


Menstrual Veriod 


No, Cases 


1000 


tenths per cent were delivered one or two 
weeks before the estimated date (thirty- 
eight or thirty-nine weeks from the last men- 
struation). Twenty-three women were de- 
livered three weeks before the estimated 
date (thirty-seven weeks from the last men- 
struation). The median weight of their ba- 
bies was 5 pounds, 12 ounces (2608 Gm.). 
Another group of 23 women were delivered 
three weeks after the estimated date (forty- 
three weeks from the last menstruation). 
In spite of their fears, this last group of 
women had easy, normal labors, the median 
duration of labor being ten hours and the 
median weight of the babies 8 pounds (3628 
Gm.). 

It is apparent that what we call “term” 
may occur anywhere within a_ six-week 
period, from thirty-seven to forty-three 
weeks after the last menstruation. It is also 
apparent that such expressions as ‘‘on time,” 
“overdue,” “late,” and “past her time’ are 
without meaning and are best avoided. For 
some time I have been very frank with pa- 
tients about my inability to predict accurate- 
lv the date of delivery, and I believe that they 
are much more cooperative as a consequence. 
Nature refuses to conform to a simple rule 
of arithmetic which we could teach to a 9 
year old boy. Therefore, Naegele’s rule is 
useful only in a very rough sort of way. All 
we can say is that about six women in ten 
will go into labor sometime between thirty- 
seven and forty weeks after the last men- 
struation. Most of the others will be deliv- 
ered one or two weeks after the estimated 
date (forty-one or forty-two weeks from the 
last menstruation), while a few will not go 
into labor until three weeks after the esti- 
mated date. 

I believe that a brief statement made by 
the Maternal Welfare Committee of the 
North Carolina Medical Society in Novem- 
ber, 1946, sums up what I have been trying 
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to say: “The advent of labor is the only true 
indication that a patient has reached term 
in her pregnancy.’ 

Initiation of Labor 

Many factors enter into the initiation of 
labor. Intrauterine pressure must certainly 
be one. Even more important must be the 
endocrine balance (estrogen, progesterone, 
posterior pituitary hormone, and so forth). 
At times certain extraneous conditions seem 
to influence the onset of labor. All of us have 
observed the “epidemics” of births which 
occur in hospitals every so often throughout 
the year. For instance, the obstetric depart- 
ment has been going on at its usual level of 
activity, when all of a sudden a procession 
of women in labor comes in, taxing the 
strength of the staff and the capacity of the 
hospital. Extra labor beds must be set up. 
Babies are born in bed or even in the eleva- 
tor. Then, after some hours of this pande- 
monium, all is quiet again. 

Petersen’ has long been interested in the 
influence of weather on the human organ- 
ism. He has shown that sudden changes in 
the weather may cause shifts in the acid-base 
balance of the tissues. A shift to relative 
alkalosis increases the tone of smooth muscle 
throughout the body. The entire population 
participates to a greater or lesser degree in 
this meteorological rhythm, but the uterus of 
the pregnant woman nearing term is partic- 
ularly susceptible to these transient periods 
of alkelosis. Thus it may happen that a num- 
ber of pregnant women in the population 
who are near term will be thrown into labor. 
Petersen plotted the temperature over the 
daily birth rates in the city of Chicago, and 
found that the crests in the birth rate cor- 
responded to the crests in temperature. 

In view of the complexity of the factors 
entering into the initiation of labor, it would 
be a grave error to use Naegele’s rule as a 
sole criterion in selecting the time to induce 
labor. The most important criteria for in- 
duction of labor are the state of the cervix 
and the degree of engagement of the head 
in the pelvis. One obstetrician of long ex- 
perience stoutly maintains that the clinical 
judgment needed for successful induction of 
labor equals that required for cesarean sec- 
tion. Roblee', who recently made an exten- 
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sive study of the morbidity associated with 
induction of labor, asserts that “the charac- 
ter and results of induced labor approach 
that of natural spontaneous labor only when 
the induced labor precedes by 48 hours or 
less, the time when spontaneous labor would 
have occurred anyway.” 

One of the pitfalls in the induction of 
labor is to mistake an 8 month fetus for a 
fetus at term’, The size of the uterus re- 
mains about the same during the last month 
or so of pregnancy, and it is therefore of no 
use in determining accurately the duration 
of pregnancy. Among the 1000 term deliv- 
eries just considered were 22 which occurred 
four to six weeks past the estimated date. 
Because I felt that these women were not 
actually at term, they were carried along 
until spontaneous labor occurred. Twenty of 
these patients were delivered vaginally and 
2 by cesarean section (indications: fibroid 
uterus and dystocia due to occiput posterior 
presentation). The smallest baby weighed 
4 pounds, 5! ounces (1970 Gm.), and the 
largest baby weighed 9 pounds, 7 ounces 
(1280 Gm.). The mother of this baby was a 
large woman who weighed 230 pounds (104 
Kg.) before conception. The median weight 
of all the babies was 7 pounds, 6 ounces 
(3545 Gm.), and the median duration of 
Inbor in the 20 vaginal deliveries was eleven 
hours. One infant died—an anencephalus. 

Of course these were not those famous ‘10 
month babies” we read about in the news- 
papers now and then. There was simply an 
error of a month in calculation. In some 
cases the date of the last menstruation was 
probably given erroneously. In others the 
patient probably skipped the period just pre- 
ceding the cycle in which she conceived. At 
any rate, not all of the patients or their 
relatives shared my calm view of the situa- 
tion. During these weeks of waiting they 
¢Clamored for action. One of the most insist- 
ent in demanding induction of labor was the 
family of the woman whose baby weighed 
4 pounds, 5! ounces (1970 Gm.). Some rela- 
tives stuck to their guns regardless of the 
course of events. Although one baby weighed 
only 6 pounds, 8 ounces (2948 Gm.) when it 
was born, the patient’s mother-in-law con- 
tinued to assert that it was a “10 month 
baby” just the same. 

Here is a_ fact worth 
5. Brandstrup, Bo: Induction of Labour with a Special View 

to the Prevention of Foetal Mortality. Transactions of the 
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Twenty-two women out of 1000 who were 
supposed to be at term were not at term, 
but were actually all the way from four to 
six weeks before term. In other words, in 
every 100 cases there were more than 2 


“booby traps” for the physician minded to 
attempt induction of labor. 


Cesarean Section 

Seventy years ago cesarean section was 
the most dreaded of all the obstetric opera- 
tions—the very last resort of a desperate 
accoucheur. The mortality of the operation 
was almost prohibitive. Cesarean section 
was done only when the pelvis was too small 
for craniotomy and piecemeal extraction. In 
1879, when Dr. James T. Boutelle of Hamp- 
ton, Virginia, wished to do a cesarean section 
on a woman with a severely contracted pel- 
vis, the family consented only on condition 
that he first attempt delivery by forceps". 

Today it is quite a different story. Patients 
and their families are quick to suggest, cr 
even demand, cesarean section as a solution 
to any and all obstetric problems, whether 
fancied or real. They are often puzzled when 
the doctor does not cheerfully and promptly 
whisk the patient away to the operating 
room. The husband of one patient told me 
that he could not understand why there 
should be any hesitation whatsoever in de- 
ciding to do a cesarean section, since it was 
so much easier and simpler than delivery 
through the natural passages. This good 
man was genuinely surprised to learn that 
cesarean section was not only less simple but 
more dangerous than vaginal delivery, and 
that the mortality was higher among babies 
delivered by section than among those de- 
livered through the pelvis. 

Every now and then a woman requests 
elective cesarean section because she has a 
pronounced dread of labor. I recall one such 
woman who promptly left Newport News for 
a certain city on the Pacific coast, where she 
felt the physicians would be more obliging. 
In most cases, however, the patient and her 
family are sincerely concerned over her pel- 
vie capacity. I have been struck by the num- 
ber of primiparas who insist that they were 
once told by a physician during an examina- 
tion that they would be unable to bear a 
child except by cesarean section. In one case 
the patient maintained that a gastroenter- 
6. Bradley, © D.. and Bradley, M. D.: Medieal Practice on 
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ologist had made such a statement in the 
course of a study on her colon. Considerable 
conversation was necessary to convince this 
patient and her family that she need not 
submit to cesarean section. Their fears were 
not finally vanquished until the patient was 
delivered after an easy labor. 

The relatives of small-statured women are 
often firmly convinced that they will have 
great difficulty in labor simply because of 
their size. In one such case the family hys- 
teria was so intense that it even shook my 
confidence, and I made tentative arrange- 
ments for a cesarean section. This was a 
wasted forethought, because the tiny patient 
gave birth almost precipitately to a 7 pound, 
4 ounce baby after only eleven hours of 
labor. 

Primiparas aged 35 or more—the so-called 
“elderly primiparas’”’—are usually believed 
to be “too old” to have a baby safely through 
the vagina. Breech presentation in either a 
primipara or a multipara of any age is al- 
most sure to evoke a request for cesarean 
section, because the public believes that 
breech delivery is highly fatal for the infant. 

The overwhelming majority of patients 
will be found, in private practice, to have 


adequate pelves and will be delivered safely 
by the vaginal route after labors of average 


or even short duration. In doubtful cases, 
however, the doctor must make sure of his 
ground by careful manual measurement of 
the pelvis, by pressing the head into the 
pelvis below the ischial spines at term 
(Hillis maneuver), and also by roentgeno- 
graphic measurement of the pelvis whenever 
possible. 

The importunities of anxious relatives can 
certainly help to swing the balance toward 
cesarean section in more than one situation. 
Attention has been repeatedly called to the 
fact that, even in teaching institutions, the 
cesarean section rate is twice as high among 
private patients as among ward patients”. 
This ratio is the opposite of what one would 
expect, in view of the sharp contrast in the 
social and economic status of the two groups. 
The annual report of one leading teaching 
hospital shows that the incidence of cesarean 
section on the wards was 2.7 per cent, while 
on the private wing it was 6.1 per cent. Yet. 
so far as can be judged by the report, the 
end results were equally good in both groups 
of patients. 
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Analysis of 1041 Private Obstetric Cases 
own practice on the Virginia 

I have found cesarean section 
necessary 13 times in 1041 deliveries—an 
incidence of 1.2 per cent. My patients were 
the wives of government engineers, business 
people, employees, army officers, soldiers, 
draftsmen, shipbuilders, farmers, and fish- 
ermen. Contracted pelvis, borderline in de- 
gree, was the indication in only 4 cases. 
Other indications were placenta praevia, 
breech presentation, impacted brow presen- 
tation, toxemia, fibroid uterus, healed vesico- 
vagina! fistula, and previous cesarean sec- 
tion. 

My series of sections would be larger if I 
had not, in recent years, made free use of 
roentgen pelvimetry to check my clinical 
findings. On the other hand, roentgen pel- 
vimetry has indicated the need for cesarean 
section in several women who were thus 
saved long hours of fruitless labor or des- 
perate forceps operations with possible still- 
births. Let it be understood, however, that 
roentgen pelvimetry is not suggested as a 
substitute for intelligent clinical judgment. 
Eastman recently pointed out that x-ray 
pelvimetry is only an adjunct to obstetric 
management, just as electrocardiography is 
a helpful aid in the management of heart 
disease, 
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Induction of labor was done 10 times in 
these 1041 cases—an incidence of 0.96 per 
cent. More than half the women in this series 
were primiparas (52.8 per cent). Delivery 
was accomplished spontaneously in 34.23 per 
cent of the entire series, by low forceps in 
57.4 per cent, and by midforceps in 1.9 per 
cent. Many more women could have been 
delivered spontaneously, but, of course, the 
use of analgesics and anesthetics (to which 
we are all more or less committed) leads to 
a higher incidence of forceps interference. 
However, the great majority of the low for- 
ceps operations were actually outlet forceps, 
the head being merely “lifted over the peri- 
neum.”” Most of the midforceps deliveries 
occurred early in the series. Only one mid- 
forceps delivery has been done in the last 
146 deliveries. In this connection, one may 
well quote a remark of the late Barton C. 
Hirst, who contended that an obstetrician’s 
most valuable instrument is a long. black 
cigar. 

Kastman, N. 
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Version and extraction were done only 
twice—once for a second twin and once for 
delivery of an impacted shoulder presenta- 
tion in a referred case. Breech extraction 
Was used only where the patient had demon- 
strated her inability to deliver the baby’s 
body spontaneously. It was done 6 times in 
36 term breech cases. 

Pituitrin was used only after expulsion of 
the infant, in the third stage of labor. 
Frankly, I fear the unpredictability of the 
reaction of the laboring uterus to even small 
amounts of Pituitrin. Therefore, in these 
1041 cases I have used Pituitrin only once 
during labor, and that was in a case of pri- 
mary uterine inertia early in the series. At 
present I prefer to “sweat it out” with the 
patient in prolonged labors due only to pri- 
mary uterine inertia, rather than to use 
Pituitrin for stimulation of the uterus. 
Results of conservative management 

In short, I tried to handle this sizable 
group of private patients like ward patients 
in a university hospital—that is to say, ac- 
cording to the best conservative principles. 
What cf the results? 

The most important criteria for evaluating 


obstetric care are, of course, the maternal 
and infant mortality rates. But these are 
not the sole gauges. Morbidity, reflecting 


the incidence of injuries to the mother and 
baby, is also an important yardstick. For 
instance, an undue number of midforceps 
deliveries, lacerations of the cervix and 
vagina, postpartum hemorrhages, and infec- 
tions might indicate that some babies had 
been forced through the pelvis who might 
better have been delivered by cesarean sec- 
tion. Or, if this were not so, it might indi- 
‘ate that too many normal cases had been 
subjected to difficult forceps deliveries in 
order to relieve anxiety of the relatives. 

In my series of 1041 cases the maternal 
mortality was zero, and the infant mortality 
was 33—or 31.7 per 1000 births (table 2). 
Midforceps deliveries, as already stated, con- 
stituted 1.9 per cent of the total. There were 
no high forceps deliveries and no crani- 
otomies. Cervical lacerations extensive 
enough to require repair were found 6 times. 
There were 8 third degree lacerations of the 
perineum; six of these tears occurred as ex- 
tensions of median episiotomies. Fourteen 


patients had vaginal lacerations warranting 
repair. 
times. 


Postpartum hemorrhage occurred 12 
Infection during labor (intrapartum 
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infection), as indicated by fever, was ob- 
served in 3 patients, including 1 consultation 
‘ase. Puerperal infection was encountered 
20 times in the last 612 cases. (Prior to Jan- 
uary 1, 1946, I did not tabulate the mild 
elevations of temperature.) Postpartum pye- 
litis was recognized 13 times in 1041 cases. 
Eclampsia occurred one time, with a happy 
outcome for both mother and baby. The in- 
cidence of pre-eclampsia, mild and severe, 
was 2.59 per cent and 0.5 per cent respect- 
ively. 

Of the 1052 infants delivered, 33 were lost 
—a mortality of 31.7 per 1000 births, or 3.17 
per cent. There were 14 stillbirths and 19 
neonatal deaths (within the first fourteen 
days of life). Thirteen of the 33 fetal deaths 
were in premature infants. Of the 20 full 


Table 2 


Significant Data From 1041 Deliveries in 
Private Practice 
No. Cases Per Cent 
Prenatal complications 


Pre-eclampsia, mild 2.5 

Pre-eclampsia, severe 0.5 

Eclampsia 0.09 
Induction of iabor 10 0.96 
Methods of delivery 

Cesarean section . 18 

Spontaneous delivery 358 34.3 

Precipitate delivery . 11 

Low forceps (mostly outlet forceps) 598 57.4 

Midforceps delivery . 20 1.9 

High forceps delivery 0 

Breech extraction (term cases) . 6 

Spontaneous breech delivery with 

manual aid (term cases) 236 
Version and extraction 2 
Craniotomy 0 


Postpartum morbidity 


Laceration of cervix . 6 0.57 
Laceration of perineum, third degree 8 0.76 
Laceration of vagina 
(sufficient to repair) 14 13 
Postpartum hemorrhage 12 1.1 
Puerperal infection 
(in 612 cases only) 20 3.2 
Mortality rates 
Maternal deaths . 0 
Total number live births 1038 
Stillbirths 14 
Neonatal deaths 19 
Total number infant deaths 33 3.17 
Premature infant deaths 13 
+Full term infant deaths 20 
Deaths from intracranial hemorrhage 
(including 2 premature) 5 0.48 
Fetal morbidity due to trauma 
Erb’s paralysis (recovered) 1 
Facial paralysis (recovered) 2 
Intracranial hemorrhage (recovered) 2 


* Rise in temperature to 100.4 F. occurring once during each 
of two 24-hour periods following delivery, or remaining 
elevated Jonger than 24 hours, excluding the first 24 hours 
after delivery. Cases in which the rise in temperature was 
proved definitely to be due to extragenital causes such as 
mastitis, pyelitis, or intercurrent infections are excluded, 

Includes # cases with congenital anomalies incompatible with 
life, 2 macerated stillborn infants whose mothers were seen 
for the first time in labor, and 1 stillborn infant with a 
pulseless prolapsed cord in an abnormal presentation re- 
ferred to the 


author for delivery only. 
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term infants who died, 7 were definitely be- 
yond my power to save them. One was an 
anencephalus, and one a hydrocephalus; one 
had congenital tracheal obstruction, and one 
congenital multiple cysts of the brain; one 
was a stillborn infant with a pulseless pro- 
lapsed cord in an abnormal presentation re- 
ferred to me for delivery ; 2 were macerated 
stillborn infants delivered of women seen for 
the first time when they were in labor. 

This leaves 13 full term infants whose 
deaths were theoretically preventable, al- 
though actually some probably were not. For 
instance, 3 infants died of unexplained 
causes during normal labors, and 2 appar- 
ently normal infants died suddenly some days 
after birth. Autopsy on one of the last two 
revealed no explanation of the death. There 
Was one macerated stillborn infant born of 
a woman with pre-eclampsia who had _ re- 
fused to make the prenatal visits. Five in- 
fants—2 of them premature—died of intra- 
cranial hemorrhage. 

Traumatic birth injuries occurred in 5 
other babies: Erb’s paralysis of an arm in 1, 
facial paralysis in 2, and intracranial hemor- 
rhage in 2. The palsies cleared up in a few 
days, and the 2 babies with intracranial 


hemorrhage recovered within ten days and 
have developed into seemingly normal and 
healthy children. 


The Physician's Duty 

In obstetric practice the physician is 
charged with the conduct of the most vital 
of all human functions: reproduction. He is 
held responsible for the safety of not one, 
but two lives. Hence the emotions of the 
patient and her family are aroused to a 
pitch seldom encountered elsewhere in the 
practice of medicine. The physician’s judg- 
ment is in constant danger of being deflected 
by these recurrent emotional blasts. There- 
fore, he must make for himself a funda- 
mental decision: Are the patients to be 
treated according to the precepts of the best 
current obstetric thought, or are their fears, 
fads, and fancies to be allowed to influence 
treatment? Putting it bluntly, are they to be 
treated as they should be treated or as they 
want to be treated? 

Karly in this series of 1041 deliveries, I 
decided to strive for conservative manage- 
ment. Since the patients were all private 
patients, they could not be dictated to. Their 
cooperation had to be secured by winning 
their confidence and that of their relatives. 
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The physician can win confidence only if he 
himself has confidence in what he is doing. 
Confidence is based on consistently good re- 
sults. The results will be good if each case 
is handled with close attention, calm consid- 
eration, conservative management, and care- 
ful technique. 

A common error is to underestimate the 
amount of skill and judgment needed for the 
successful management of labor. Normal 
labor in a healthy woman with an adequate 
pelvis is a relatively simple affair. You may 
even call it a physiologic process, if you will. 

3ut if you add to it such ingredients as in- 
duction of labor and heavy doses of sedative 
drugs, plus routine forceps deliveries and 
routine breech extractions, under general 
anesthesia—then you are dealing with some- 
thing which is no longer simple. It has be- 
come a highly mechanized affair which re- 
quires careful guidance to avert serious 
accident. Such a labor bears about as much 
resemblance to the good old-fashioned article 
as does an automobile to a horse and bugey. 
Combine this modernistic contraption with 
an anxious family tugging at the steering 
wheel, and vou have a good recipe for a 
crack-up. 

Our duty it is to resist the pressure ex- 
erted by an ill-informed and overanxious 
public to interfere in natural processes with- 
out proper indications. Safety, not speed, is 
the prime consideration. The word obstet- 
rics, we are told, is derived from an old Latin 
verb, “obsto,” which means to “stand by.” 
The criginal employment of the term doubt- 
less referred to the physical act of standing 
beside the woman, but scholars point out that 
the word also means to “stand by” in the 
sense of “to protect”—just as one ship stands 
by ancther in possible danger". 

T can think of no better conclusion for my 
remarks than the following quotation from 
Bruce T. Maves of Australia: “If I were 
asked to formulate one guiding principle for 
the practice of obstetrics it would be: early 
diagnosis; late interference. Many of the 
problems of obstetrics are made for us by 
lack of early observation and by overzealous 
interference.” 

Summary 

1. []l-advised, unwarranted, or premature 

interference in obstetrics may convert a nor- 
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mal case into one that is highly complicated, 
with results that may be bitterly regretted. 
Such interference is often brought about by 
the pressure exerted on the physician by an 
overanxious patient and family. 

2. Two of the main sources of anxiety for 
the patient and her family are (1) “delay” 
in the onset of labor and (2) doubt as to her 
capacity to deliver a baby through the nat- 
ural passages, 

3. Anxiety over 
at the estimated 


failure to go into labor 
date is entirely without 
foundation. Such terms as “late,” “over- 
due,” and “past her time” are the products 
of the public’s anxiety and lack of correct 
information. The onset of labor cannot be 
predicted with accuracy, and the advent of 
labor is the only true indication that a pa- 
tient has reached term in her pregnancy. 

4, The overwhelming majority of women 
who worry about the capacity of their pelves 
will be found, in private practice, to be 
adequately endowed. Contracted pelvis suf- 
ficient to require delivery by cesarean sec- 
tion was found only 4 times in my series of 
1041 deliveries—an incidence of 0.34 per 
cent. 

5. impressed by the excellent results 
achieved in university hospitals with ward 
patients, I have tried to apply the same con- 
servative principles and methods to 1041 
private patients. The results were similar. 


Discussion 

Dr. Waverly R. Payne (Newport News): One can- 
not dispute the fact that to do good conservative 
obstetrics requires a great deal of time and patience 
on the part of the doctor, the patient, and het 
family. Dr, Bradley’s figures are proof of the wis- 
dom of this course of procedure. 

I think it is unfortunate that we have what ap- 
pears to be a very simple rule for estimating the 
expected date of confinement, because all of us know 
that it is inaccurate in a high percentage of cases. 
The onset of labor is much more apt to be deter- 


mined by the menstrual cycle, which varies from 
twenty-one to thirty-six days. Patients with the 
shorter cycle usually deliver earlier than the esti- 


mated date of confinement, while those with the 
longer cycle are much more apt to go beyond the 
estimated date. In these modern times the patient 
and her husband, especially if he is a person of 
scientific training, is apt to believe that the doctor 
should accurately estimate the date of confinement, 
and should induce labor accordingly. There are many 
dangers associated with this procedure, and except 
in the hands of experts and in well-equipped hos- 
pitals it should seldom be employed. 

The problem of prolonged labor is 
trying one for all parties concerned. 
frankness on the part of the doctor in explaining 
the problems involved to the patient and to her 
family will save him a great deal of trouble. The 
exhibition of x-ray pictures often may help him to 
convince them that the probabilities of normal de- 
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livery are good. The doctor should certainly point 
out the dangers of ill-advised interference, and if 
undue pressure is brought upon him he should seek 
consultation before instituting any radical proced- 
ures, 

Long labors which may be due to faulty uterine 
contractions or te a moderate degree of dispropor- 
tion are not so serious a matter now as they were 
even a few years ago. The universal use of blood, 
plasma, and various parenteral fluids, along with 
penicillin, the sulfonamides, and other similar drugs, 
permits the patient to be well supported during the 
period when she might become exhausted or in- 
fected. 


SOME INDICATIONS FOR 
SYMPATHECTOMY 


J. GRAFTON LOVE, M.D. 
MAYO CLINIC 
ROCHESTER, MINNESOTA 


The term “sympathectomy” as used in this 
paper is meant to indicate any procedure 
which will interrupt sympathetic pathways 
and thus remove the sympathetic influence 
to an organ or part of the body. Usually sym- 
pathectomy means an interruption of the 
sympathetic pathways by means of a surgi- 
cal procedure such as periarterial sympa- 
thectomy, ramisection, or ganglionectomy 
with or without trunk resection. The sym- 
pathetic pathways may also be interrupted 
temporarily by blocking the ganglia with pro- 
caine hydrochloride, or the ganglia may be 
destroyed by the introduction of absolute al- 
cohol. The destruction of the ganglia by al- 
cohol approximates in duration the effect 
obtained when the ganglia are removed by 
surgical extirpation. 


Raynaud's Disease 

In some patients, exposure to cold or re- 
action to emotional stress may cause vaso- 
spasm which results in blanching of the fing- 
ers or toes, followed by the development of 
cyanosis and then a congestion and redness 
—the so-called three-color phase. This con- 
dition is known as Raynaud’s disease. It af- 
fects women much more frequently than 
men, and the upper extremities much more 
severely than the lower extremities. In se- 
vere cases, trophic ulcers of the digits and 
even gangrene may develop with occlusion 
of principal arteries. In the cases of moder- 
ately advanced Raynaud’s disease, surgical 
treatment is indicated. Less severe cases can 
Read at the 
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be handled satisfactorily with conservative 
measures. 

Until recent years, the operation usually 
performed for the upper extremities has been 
the Adson procedure, carried out through 
the first rib posteriorly with removal of the 
stellate ganglion. The operation is performed 
bilaterally. During the past few vears, I have 
used a second thoracic ganglionectomy''’ 
with satisfactory results. Second thoracic 
ganglionectomy does not produce Horner’s 
syndrome, which is a constant accompani- 
ment of stellate ganglionectomy. Therefore, 
there is no change in the patient’s appearance 
which would indicate that a surgical proced- 
ure has been carried out. 

In the lower extremities, the operation is 
a bilateral lumbar ganglionectomy. This op- 
eration can be performed transabdominally, 
transperitoneally (as originally described by 
Adson), or through a posterolateral extra- 
peritoneal approach either in two stages or 
in one stage through separate incisions. An- 
other alternative is to make curved incisions 
anteriorly and approach the lumbar gang- 
lionated trunk through gridiron incisions ex- 
traperitoneally. 

Thromboangiitis Obliterans 

Thromboangiitis obliterans or Buerger’s 
disease is an inflammatory obliterative dis- 
case of the arteries and veins. This disease 
oceurs principally in young men and rarely 
affects young women. It involves the extremi- 
ties primarily. In many cases of severe throm- 
boangiitis obliterans in which a definite vas- 
ospastic element is present, sympathectomy 
may be very useful. The operations which 
are performed are cervicothoracic or upper 
thoracic sympathetic ganglionectomy for the 
upper extremities, and lumbar sympathetic 
ganglionectomy and trunk resection for the 
lower extremities. A satisfactory vasomotor 
index is an important criterion in the selec- 
tion of patients with thromboangiitis oblit- 
erans for sympathectomy. 
Case 1 

A Hebrew man, aged 43, gave a history of  in- 
termittent claudication for fourteen years, Ray- 
naud’s phenomenon of the fingers for thirteen years, 
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Fig. 1, Postoperative anteroposterior roentgen- 
ograms of the thorax in case 1, showing. bi- 
lateral resection of the vertebral ends of the 
seconds ribs, with silver clips on the resected 
trunk above and below the second thoracic gang- 
lion and the communicating rami, 


and superficial phlebitis 
for ten years. The main 
problem at the time of 
admission was parony- 
chial lesions involving 
the second and fourth 
fingers of the right 
hand. All fingers of the 
right hand showed some 
puffiness, and a moder- 
ate degree of sclero- 
derma was present. 
There was moderate pal- 
lor of both hands on ele- 
vation, and also of both 
feet, 

A diagnosis of throm- 
boangiitis obliterans 
(Buerger’s disease) was 
made, Studies of cutane- 
ous temperature reveal- 
ed a rather marked vaso- 
spastic element in the 
patient’s upper extrem- 
ities. 

A bilateral second 
thoracic ganglionectomy 
(fig. 1) was performed, 
after which his upper 
extremities were warm 
and dry. The paronychia 
healed. The fact that the 
palpebral fissures and 
the pupils measured the 
same as they had_ be- 
fore operation (8 mm. 


Fig. 2. The anhidrosis 


follows second 
thoracic  ganglionec- 
tomy. There no 
Horner's syndrome, 
which is a constant ac- 
companiment of stellate 
ganglionectomy. 


which 


on 
» 
; 
4 
2 
~ 
| 
if* 
d 
2 
be : 
wea ing 
in 
sha 
aveas 
only 


July, 1949 INDICATIONS FOR 
and 3 mm, respectively) showed that Horner's syn- 
drome had not been produced by the second thoracic 
vanglionectomy, 

Postoperative studies of cutaneous temperature 
revealed the fact that vasospasm had been relieved 
by the sympathectomy, and the postoperative sweat- 
ing test revealed absence of sweating over the face, 
neck, and both upper extremities (fig. 2). 

The patient was advised to return later for bi- 
lateral lumbar sympathectomy to protect his lower 
extremities. 

Arteriosclerosis Obliterans 

Arteriosclerosis obliterans is a type of ar- 
teriosclerosis occurring in the extremities 
which usually progresses to arterial occlu- 
sion. It is a disease that affects the extremi- 
ties of persons, particularly men, in the later 
decades of life. The appropriate operation in 
the occasional case of arteriosclerosis oblit- 
erans Which requires sympathectomy is a 
lumbar sympathetic ganglionectomy. Since 
most of these patients are in the later period 
of life, the least risk is encountered by per- 
forming the operation in two stages through 
a posterolateral approach. 

Causalgia 


Sympathectomy is often indicated and is 
frequently used in the treatment of the burn- 
ing, painful condition in the extremities as- 
sociated with injuries to peripheral nerves. 
This operation, to give the best results, 
should not be withheld until the patient has 
become addicted to the use of hypnotic drugs 
nor until the pain pathways to consciousness 
have been so indelibly engraved that inter- 
ruption of the pain fibers will fail to give 
the desired relief. 

The following abstract of a clinic record 
is indieative of the tvpe of case in which 
sympathectomy may be used for the causal- 
gic type of pain. 


Case 2 

The patient was a white man, 28 years of age 
aut the time a left lumbar sympathectomy was per- 
formed in 1948 for a causalgic type of pain in the 
left thigh secondary to old chronic osteomyelitis of 
the left femur (fig. 3). Since the onset of osteomye- 
litis in the left femur in 1930, the patient had had 
numerous operations as well as maggot therapy. 
He was referred to the neurosurgeon with the idea 
that an intradural posterior root rhizotomy might 
be done for the relief of pain, since a paravertebral 
Dolamin injection of the somatic nerves had helped 
to relieve the pain for three weeks. A left lumbar 
sympathetic block was advised to determine its ef- 
fect. A temporary blockage of the sympathetic 
nerves by the use of procaine hydrochloride gave 
the patient relief for eight hours. Since the risk 
fa lumbar sympathectomy is less than that of a 
lumbar laminectomy and rhizotomy, and since sym- 
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Fig. 4. Anhidrosis of 
the left lower extremity 
which followed left lum- 
bar sympathectomy for 
a causalgic type of pain 
secondary to chronic 
osteomeylitis of the left 
femur. 


Fig. 3. Anteroposterior 
roentgenogram of the 
left femur in case 2, 
showing an_ extensive 
chronic osteomyelitis. 


pathectomy does not produce the postoperative anes- 
thesia that follows rhizotomy, sympathectomy was 
advised and carried out on June 14, 1948, with im- 
mediate and complete relief of the patient’s pain 
(fig. 4). 

I have also employed the operation of sec- 
ond thoracic ganglionectomy for the relief 
of causalgic pain involving the upper ex- 
tremities. 

Pelvic Pain 

Intractable pelvic pain of dysmenorrhea 
often can be relieved by removal of the pre- 
sacral plexus of sympathetic fibers—that is, 
the meshwork of sympathetic fibers which 
lie anterior to the fifth lumbar vertebra at 
the bifurcation of the abdominal aorta. Re- 
moval of the sympathetic presacral plexus 
also is occasionally used for the pain of ma- 
lignant pelvic lesions, particularly if the le- 
sion is within the urinary bladder. 

This operation is performed transperiton- 
eally through the low midline incision. The 
posterior peritoneum is opened just below 
the bifurcation of the aorta, and all of the 
sympathetic fibers within the space bounded 
by the right common iliac artery, the left 
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common iliac vein and the promontory of the 
sacrum are removed. This procedure serves 
to denervate the pelvic viscera supplied by 
the sympathetic nervous system. 
Scleroderma 
(Also Called Acroscleroderma) 

Rarely is sympathectomy indicated in this 
condition. Sometimes, if there is definite evi- 
dence of severe spasmodic pain resulting 
from vasospasm such as is seen in Raynaud's 
phenomenon, sympathectomy may be em- 
ployed. 


Hyperhidrosis 
Since one of the principal effects of sym- 
pathectomy is the abolition of sweating, it is 
natural that in some cases of pathologic 
sweating sympathectomy would be indicated. 


Case 3 

A young, excitable woman presented herself re- 
questing that therapy be carried out so that she 
could return to her position as a stenographer. She 
had to give up her position because of the excessive 
sweating from her hands, which ruined any papers 
or manuscripts on which she might be working. In 
this case, bilateral second thoracic ganglionectomy 
abolished the sweating in the upper extremities 
(see fig. 2), and thus enabled a person who had been 
incapacitated for her occupation to return to work. 

Angina Pectoris 

Although in most cases angina pectoris can 
be controlled fairly well with so-called con- 
servative measures, there are patients with 
this condition who have such severe pain 
that life is made miserable. In some of these 
cases relief can be afforded by interruption 
of the sympathetic pathways to the heart. 
While the removal of the svmpathetic path- 
Ways relieves the pain, it does not remove 
all warning symptoms which will enable the 
patient to know when he is proceeding be- 
yond the limits of safety in his activities. 

Various types of operations on the sympa- 
thetic nerves have been advocated and car- 
ried out for angina pectoris. Unilateral and 
bilateral stellate ganglionectomies have been 
utilized; second thoracic ganglionectomy has 
been used. Some authors recommend removal 
of the three thoracic sympathetic ganglia, 
Whereas Davis’ has recommended intradu- 
ral division of the posterior roots of the up- 
per four thoracic nerves. Some patients with 
angina pectoris are in such poor condition 
that any major surgical procedure such as 
sympathectomy or rhizotomy is out of the 
Pain, 
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question. In these cases the sympathetic 
trunk may be interrupted by the injection of 
absolute alcohol. 
Livedo Reticularis 
This is a condition characterized by mot- 
tling and blotchy discoloration of the skin 
and the extremities. The discoloration is usu- 
ally reddish blue. The cause is unknown. In 
some severe cases, sympathectomy is indi- 
cated and gives good results. 
Trophic Ulcer 
In some very indolent trophic ulcers, re- 
moval of the sympathetic innervation so that 
the peripheral vascular system may be di- 
lated to its maximum is of distinct bene- 
fit®), 
Amputation 
When it becomes necessary to remove a 
part of an extremity because of arteriosclero- 
sis obliterans, Raynaud’s disease with pro- 
gressive gangrene, thromboangiitis obliter- 
ans, or any other condition in which the 
peripheral circulation is markedly reduced, 
a preliminary sympathectomy may facilitate 
the healing of the amputation stump, and 
also permit a lower amputation than might 
be required otherwise. 
Aneurysms 
In aneurysms involving the extremities, 
particularly in the traumatic type such as 
follows gunshot wounds of the principal ves- 
sels of the extremities, the circulation of the 
extremities can often be improved markedly 
by carrying out sympathectomy. Sympathec- 
tomy thus reduces the likelihood of serious 
difficulties following a subsequent resection 
or other treatment directed at the aneurysm. 
In arteriovenous fistulas preliminary sympa- 
thectomy is not often indicated, since this 
type of fistula usually gives a maximal stim- 
ulus to the production of collateral circula- 
tion. 


Scalenus Syndrome With and Without 
Cervical Rib 
Sometimes severe Raynaud’s disease sec- 
ondary to the scalenus syndrome'!! makes it 
necessary to perform sympathectomy in or- 
der to increase the blood supply to the ex- 
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Fig. 5 (ease 4). Anteroposterior roentgeno- 
gram of the cervicothoracic portion of the spinal 
column, showing bilateral cervical ribs with pre- 
vious removal of a portion of the cervical rib 
on the right side. 


tremities. In such cases sympathectomy 
should be postponed until a surgical pro- 
cedure for relief of the scalenus syndrome 
has been carried out. Division of the scalenus 
anterior muscle alone is often sufficient. If 
cervical ribs are associated with the syn- 
drome, a portion of the ribs may be removed 
also. The following case report is an example 
of such a condition. 


Case 4 

This patient was 28 years of age when she first 
came to the Mayo Clinic in November, 1946, because 
of recurrent attacks of pain in the left shoulder. 
The onset of pain was followed by sensations of 
numbness, coldness, and deadness of the third and 
fourth fingers of the right hand. These paresthesias 
were noted to a lesser degree along the lateral aspect 
of the forearm and inner aspect of the upper arm. 
In April, 1946, she had noted weakness of the right 
arm and shoulder. The distress in the right upper 
extremity had been aggravated by extension and 
abduction of the arm, by activity, and by extreme 
changes of temperature. In May, 1946, the patient 
had noted some wasting of the musculature in the 
entire right upper extremity. In August, 1946, she 
had undergone section of the right scalenus anterior 
muscle and removal of a portion of a cervical rib 
on the right (fig. 5). Partial relief occurred, but the 
patient was still incapacitated to some degree. In 
addition to the evidence of compression of the bra- 
chial plexus due to cervical ribs, there were vascular 
changes in the right upper extremity consistent 
with the diagnosis of secondary Raynaud's pheno- 
mena. Studies of cutaneous temperature indicated 
impairment of arterial circulation in the third and 
fourth fingers of the right hand. The Raynaud’s 
phenomena were limited to the right upper extrem- 
ity. There were no color changes in the lof upper 
extremity. 

On November 29, 1946, both brachial plexuses were 
explored, and a portion of the right cervical rib 
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Fig. 6. Compare with figure 5. In this roent- 
genogram (case 4) parts of both cervical ribs 
have been removed. The vertebral end of each 
second rib has been resected to permit exposure 
and removal of the second thoracic ganglion. 
The silver clips are on the thoracic sympathetic 
trunk. A portion of the first rib also was re- 
moved on the right side for better exposure 
of the sympathetic trunk. 


was removed. Left anterior scaleniotomy was carried 
out, with decompression of the left brachial plexus 
by the removal of a portion of the left cervical rib. 
Subsequently, on February 17, 1947, because of the 
Raynaud’s phenomena in the right hand, bilateral 
second thoracic ganglionectomy was performed (fig 
6). 
Intractable Abdominal Pain 


Severe intractable pain within the abdo- 
men, such as is encountered with recurring 
pancreatitis, carcinoma of the pancreas, and 
some cases of the postcholecystectomy syn- 
drome, can be relieved by bilateral removal 
ef the splanchnic nerves and a portion of the 


celiac ganglia. In the case to be reported, 
abdominal pain which failed to respond to 
other methods of treatment was relieved by 
unilateral right splanchnicectomy. In cases 
of recurring pancreatitis and carcinoma of 
the pancreas, since the innervation is bilat- 
eral, it is my feeling that bilateral splanch- 
nicectomy should be performed. 
Case 5 

This patient was apparently well until January, 
1946, at which time diarrhea developed and con- 
tinued until June. In April she noted a gradual onset 
of pain across the upper part of her abdomen and 
lower part of her back. This gradually became more 
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severe. She was hospitalized for four weeks, requir- 
ing Demerol Hydrochloride for relief of pain. On 
leaving the hospital, she had as much pain as before 
admission. She continued to have intermittent pain 
until September, when her urine became dark and 
was found to contain bile. Operation revealed a 
stenosed common duct, and cholecystojejunostomy 
was performed. The patient was relieved of her pain 
and was well until November, 1946, at which time 
the same type of abdominal and back pain recurred. 
In January, 1947, entero-enterostomy was performed. 
It was stated that a faulty anastomosis was pres- 
ent. 

In July, jaundice developed; this was accompanied 
by dark urine and followed by chills and fever. 
The patient was hospitalized, and after a_ period 
of seven weeks the jaundice cleared and she was 
dismissed from the hospital. She continued to have 
bouts of chills and fever, pain, and jaundice. Pain 
had been a persistent and troublesome feature, re- 
quiring Demerol Hydrochloride every three or four 
hours. 

The patient was admitted to the hospital on Oc- 
tober 24, 1947, with a complaint of abdominal pain. 
Examination showed a moderately obese patient 
whose skin and sclerae were jaundiced. The heart 
and lungs were normal, and the abdomen did not 
show tenderness or spasm. No masses were palpated. 
She complained of severe abdominal pain, generally 
felt in the right upper quadrant and occasionally 
extending to the right shoulder. She required 100 
mg. of Demerol Hydrochloride every three or four 
hours, and had been using that amount for the past 
two months. The diagnosis on admission was felt 
to be either chronic pancreatitis or cholangitis. 

On November 3, her abdomen was explored by an- 
other surgeon. At operation he found a stricture of 
the lower common bile duct which would not even 
allow the passage of a small probe. He carried 
out an end-to-end hepaticocholedochostomy over a 
T tube, which he recommended leaving in place for 
one year. 

The patient’s convalescence after this operation 
seemed uneventful until the ninth postoperative day, 
when she began to complain of the same type of 
pain she had had preoperatively, This pain con- 
tinued, and on the eleventh postoperative day bilat- 
eval splenchnic block was done, using Dolamin. A]- 
though roentgenograms at the time of the block 
revealed the points of the needles to be opposite 
the twelfth thoracic vertebra on the left and the first 
lumbar vertebra on the right, the patient did not 
obtain relief from this procedure. Five days later, 
on November 19, a bilateral splanchnic block with 
Dolamin was again carried out, Roentgenologic ex- 
amination showed the needle on the left side to be 
opposite the interspace between the twelfth thoracic 
and the first lumbar vertebrae. The needle on the 
right side appeared to be at the lower edge of the 
twelfth thoracic vertebra. The patient did not obtain 
relief from this procedure. On December 1, a bilat- 
eral paravertebral block of the third through the 
eighth thoracic vertebrae was carried out with Dola- 
min. Following this procedure the patient obtained 
complete relief of pain for twenty-four hours, but 
after this the pain recurred. 

Examination by a neurologist on November 24 
revealed no abnormal neurologic findings. A spinal 
puncture was performed on December 10, the total 
protein being 20 mg. per 100 ce. with one lymphocyte 
present, There was no block on jugular compression. 
The patient was dismissed from the hospital. 

The patient 
of intractable abdominal pain. A bilateral splanchnic 


returned on May 27, 1948, because 
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block performed on June 5 afforded relief for about 
forty-eight hours, at the end of which time the pain 
again recurred. A spinal puncture was repeated, 
This time the protein was 80 mg. per 100 ec. with 
one lymphocyte. As before, there was no subarach- 
noid block. The patient continued to have abdominal 
pain. 

On June 16 the right splanchnic nerves and two 
thirds to three fourths of the right celiac ganglion 
were removed. After this operation she was relieved 
of the abdominal pain, but continued to have some 
low back pain. Some of this back pain was appar- 
ently due to the splanchnic block which had been 
done three weeks previously, although at the time 
it did not appear to be an outstanding problem. Be- 
cause of the low back pain, she was placed in a 
cast. 

When she returned to the clinic on August 27, 
1948, she had no abdominal pain and felt much 
improved, She made the statement that it was the 
first time she had been free of pain in two years, 

Essential Hypertension 

Many different types of sympathectomy 
have been carried out in an attempt to relieve 
the symptoms of essential hypertension, and 
to prevent the complications which often may 
follow in the wake of hypertension, particu- 
larly if the disease shows signs of progres 
sion. In 1925 Adson of the Mayo Clinic car- 
ried out bilateral lumbar sympathectomy for 
this disease. In the same year, he also used 
cervicothoracic sympathectomy. Neither of 
these procedures was adequate. On August 
12, 1930, he introduced extensive anterior 
rhizotomy, which necessitated a very exten- 
sive laminectomy. This procedure accomp- 
lished Dr. Adson’s purpose of lowering the 
pressure, but it was a very severe and dis- 
abling type of operation. Since that time, 
various types of supradiaphragmatic and in- 
fradiaphragmatic sympathectomies, and a 
combination of the two procedures have been 
utilized. Some neurosurgeons have even gone 
so far as to advise and carry out total sym- 
pathectomy—a procedure which, in my opin- 
ion, hardly seems justifiable. 

For several years now, the procedure | 
have employed in cases of essential hyper- 
tension which were severe enough to require 
extensive sympathectomy has been removal 
of the splanchnic nerves, the outer half of 
the celiac ganglion, the first and second lum- 
bar ganglia, and the intervening trunk below 
the diaphragm without removing the twelfth 
rib. Then portions of the tenth and eleventh 
ribs are removed, and extrapleurally all of 
the thoracic ganglionated trunk the 
splanchnic nerves from the ninth thoracic 
interspace are removed down to and 
through the diaphragm without opening the 
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pleura or diaphragm. This procedure, al- 
though not curative, has given encouraging 
results. 
Comment 

Although I have discussed a number of 
varied conditions in which sympathectomy 
may be utilized, the list does not, by any 
means, include all the ailments for which 
the operation is performed. I have not men- 
tioned some of the conditions for which the 
operation is less commonly employed, includ- 
ing many diseases in which the operation is 
occasionally performed but in which there is 
considerable doubt as to the efficacy of the 
procedure. Sympathectomy, if performed on 
the proper indications and carried out effec- 
tively and completely, will usually give a 
good result. 
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Patients over Sixty Years of Age 


II. MAX SCHIEBEL, M.D. 


and 
Davis M.D. 


DURHAM 


Each year 7700 people in the United States 
die from appendicitis. Since authorities 
every where agree that removal of the appen- 
dix before rupture is specifically indicated 
and is curative, the high mortality rate must 
necessarily represent neglect and delay in 
diagnosis, or improperly planned and _ exe- 
cuted therapy. These factors are most evi- 
dent in elderly patients. 

Review of the Literature 

In 1928 Fitch’ reported 13 cases of appen- 
dicitis in patients above the age of 60, with 
7 deaths or a mortality of 54 per cent. He 
pointed out that interference with the circu- 
Intien was more apt to occur in this age 
group. He concluded that ‘the severity of the 
attack is much more marked, the pathological 
findings are more extensive, and the circula- 
tory changes are pronounced. The death rate 
is markedly increased.” 

Lewin’, in 1932, reported 12 cases in pa- 
tients over 60 years of age and one in an 86 
year old individual. The most constant svmp- 
tom was constipation for seven or eight 
Appendicitis in People over Fifty Years of 
Age, New England J. Med. 198:348-351 (April 5) 192s, 
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days; vomiting usually occurred at the on- 
set but subsided before the physician was 
consulted. The symptoms were similar to 
those of intestinal obstruction, and abdom- 
inal distention was found in most of the 
cases. No mortality rate was given. 

In 1934, in an article from the Peter Bent 
Brigham Hospital, Wood! reported 43 cases 
in patients over 60 years of age. He empha- 
sized that elderly people are less sensitive to 
pain, and also have an inclination to believe 
that old age places them beyond the hope of 
surgery. Thus, they conceal their disease 
until it is far advanced. Appendiceal ab- 
scesses were present in 55 per cent of his 
cases, generalized peritonitis in 9 per cent, 
and gangrene of the appendix in 16 per cent; 
only 18 per cent had simple acute appendi- 
citis. The abscesses formed early and were 
usually unsuspected. The symptoms were 
atvpical and frequently simulated the picture 
of intestinal obstruction, or possibly carci- 
noma with partial obstruction. Sixteen per 
cent of the patients had had previous at- 
tacks. The onset was characterized by ab- 
dominal pain in 95 per cent of the cases, and 
vomiting was present in 53 per cent. Drain- 
age was used in 34 of the 43 cases, and the 
over-all mortality was 28 per cent. 

Gatewood, in 1930, quoted Maes as re- 
porting a mortality of 29 per cent in patients 
over 50 vears of age. In 1934, Maes, Boyce, 
and McFetridge”™ reported 100 cases in pa- 
tients over 40 vears of age. These 100 cases 
occurred in 1294 consecutive cases of appen- 
dicitis. The oldest patient was 78. Sixty-six 
per cent were males. There were 9 acute 
eases, 14 suppurative, 60 gangrenous, and 12 
ruptured. 

These authors, like Fitch”, believed that 
the high proportion of gangrenous appen- 
dices is explained by the frequent vascular 
origin or complication of the disease in the 
aved. The entire appendix, often including 
the meso-appendix and part of the cecal wall, 
Was gangrenous. Vessels were thrombosed, 
and frequently chills and fever accompanied 
the disease. This gangrene contributed di- 
rectly to the “treacherous period of calm” 
originally described by Dieulafoy. Death of 
the tissue relieves the pain in the area in- 
volved until secondary widespread peritonitis 
Aged, 
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has taken place. 

Maes and his associates also described a 
prodromal period of gastrointestinal disturb- 
ance followed by the onset of periumbilical 
or epigastric pain. Later, the pain shifted 
to the right lower quadrant. Nausea was 
conspicuously infrequent. The average leu- 
kocyte count was less than 15,000. 

These 100 patients were operated upon in 
a general hospital by various surgeons using 
different methods and techniques. Forty-six 
appendectomies were performed, 12. with 
drainage, Seven patients had drainage with- 
out appendectomy; 35 had enterostomy and 
drainage without appendectomy; and 2 had 
enterostomy only. The mortality rate was 
21 per cent. All the deaths occurred in the 
54 patients who were drained; however, 
drainage was not felt to be a contributory 
factor in these deaths, since only the sicker 
patients were drained. The authors felt that 
drainege was not dangerous, and that “in 
the majority of cases the duration of the dis- 
charge and its character bore eloquent testi- 
mony to the necessity of the procedure.” 

At the present time, most surgeons believe 
that the proper use of the Miller-Abbott 
tube both pre- and post-operatively elimi- 
nates the necessity of enterostomy. 

A right rectus incision was used in 69% per 
cent of the cases reported by Maes and 
others. Eighty-five per cent of the opera- 
tions were done under spinal anesthesia, 
while 4 patients had spinal and general anes- 
thesia. Forty-five showed some abnormality 
of the urine preoperatively. Eleven of the 
deaths were due to peritonitis, and 3 to pneu- 
monia. The authors concluded that appendi- 
citis “was a disease which permitted of no 
temporizing, and a disease in which the only 
hope of safety lay in prompt surgery.” 

Classification of Cases 

Because of the differences in the interpre- 
tation of pathologic findings, it is difficult 
to classify cases of appendicitis. Some sur- 
geons and pathologists have felt that kinks 
and bands about the appendix may give ab- 
dominal pain without microscopic evidence 
of inflammation, and some feel that round 
cell infiltration or eosinophilia may account 
for gastrointestinal symptoms. It is not our 
purpose to enter into this argument. We 
simply wish to point out that, in patients 
over 60 vears of age, a major operation will 
seldom be performed unless failure to oper- 
ate constitutes a danger to the life of the pa- 
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tient. We are therefore concerned here with 
inflammatory appendicitis which will result 
in disaster unless the organ is excised. 

If, after careful gross and microscopic 
studies, the appendix did not show indis- 
putable evidence of acute inflammatory re- 
action, it was classified as “appendix not 
acutely inflamed.” In this group were placed 
fibrosing appendix, chronic appendicitis, 
chronic obliterative appendicitis, and normal 
appendix. 

The term “ruptured appendix” has been 
used by many surgeons with varying patho- 
logic connotations. Unless this term is clearly 
defined, one should beware of statistics. We 
defined as “ruptured appendix”: (1) 
in which a hole was seen in the appendix on 
gross examination by the pathologist; (2) 
cases With appendiceal symptoms and a pal- 
pable mass in the right lower quadrant which 
were treated without operation; (3) cases 


‘of group 2 in which a subsequent operation 


disclosed nothing to disprove the diagnosis 
of a previous attack of appendicitis with 
rupture. 
Race, Age, and Ser 

We have analyzed all cases of appendicitis 
in patients 60 vears of age and older who 
were treated at Watts Hospital over a ten 
vear period from 1937 to 1947. This study in- 
cluded only white patients. Seventy per cent 
of the 58 patients (table 1) were between 
60 and 69 vears of age, one was 90, and 6 
were 75 or older. Three of these 6 had a 
ruptured appendix. 


Table 1 
Analysis of Cases by Age Groups 
No. Cases Per Cent: Deaths 
Age Acute Ruptured ‘Total 
60-64 9 10 10 35.8 
65-69 6 12 18 34.0 5 
70-74 1 6 10 18.9 2 
75-79 2 3 5 94 
Over 80 1 1 1.9 
Total 22 31 53 100.0 7 
Although Fowler collected 244 cases of 


appendicitis in the male as against 96 in the 
female, our group of 53 cases comprised 28 
men and 25 women (table 2). This distribu- 
tion is in accordance with the statistical com- 
parison of Suermondt, Loéffler, and Hoff- 
man’. There were more cases of ruptured 
appendix among women, but more 
causes and more deaths among the men. 

6. Fowler, Treatise on Appendicitis, ed. 2. Philadelphia 

tid London. J. Bo Lippinestt, 100. p. 77 


Koyster, Appendicitis, New York, D, 
Co., 1927, p. 34 
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Table 2 
Distribution by Sexes 
Acute Ruptured 
No. Cases Deaths No. Cases Deaths 
15 2 13 3 


Females 18 
25 


(A7%) 


Total 22 3 31 
Symploms and Physical Findings 

The principal cause of delay in the treat- 
ment of appendicitis is an erroneous or un- 
certain diagnosis. Familiarity with the clin- 
ical picture of the disease should make it 
possible to diagnose the condition with more 
certainty. Pain was present in all of our 
cases (table 3), and we must consider it as 
the most important symptom. In some cases 
the disease seemed well advanced after only 
a short period of pain. Nausea and vomiting 
were less frequent than anorexia, which was 
present in 93 per cent of our cases. Diarrhea 
occurred only 6 times, and in all 6 cases the 
appendix had ruptured. 


Table 3 
Important Symptoms in the History 
No. Cases Per Cent Deaths 

Acute Ruptured Total 

Pain 31 53 

Anorexia 2 2s 49 

Nausea 2% 40 

Vomiting 29 

Constipation 16 
Previous 

attacks 15 

Diarrhea 6 


The most important physical finding 
(table 4) was tenderness in the right lower 
abdominal quadrant. This sign was present 
in all cases, with or without tenderness else- 
where. Other findings were rebound tender- 
ness, Cecreased peristalsis, and a_ palpable 
mass. Only 4 patients were undernourished, 
and none were debilitated. In only 16 out 


Table 4 

Important Physical Findings 

No. Cases 

Acute Ruptured Total 

Tenderness in right 
lower quadrant 2 
Rebound tenderness 12 
Muscle tone increased 17 
Distention 3 
1 
1 


Deaths 


1 30 
19 


23 


Decreased peristalsis 1 
Palpable mass 
Rectal examination 
Negative 1 3 
Tenderness (right) 5 3 
0 4 


Mass 


5 
7 
9 
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Table 5 
Temperature on Admission 
No. Cases 
Temp. (F.) Acute Ruptured Total 
0 -98 3 
98.1-99 4 11 
99.1-100 9 16 
100.1-101 10 
Over 101 8 8 


Deaths 


of the 53 cases was a rectal examination re- 
corded on the chart. It cannot be empha- 
sized too strongly that this procedure adds 
valuable information in the differential diag- 
nosis of abdominal disease. 

Admission temperatures (table 5) varied 
from 97.6 to 103.8 F. In none of the acute 
cases was the temperature over 101 F. upon 
admission, and only 3 of these patients had 
a temperature over 100 F. Of the patients 
with ruptured appendices, 22 per cent had a 
temperature above 101 F., and 33 per cent 
had a temperature over 100 F. In patients 
of this age group who have appendicitis, a 
temperature above 100 F. may be considered 
as presumptive evidence of rupture. 

The pulse rates were of no significance. 

The leukocyte count (table 6) varied from 
5,700 to 30,000. Although leukocytosis was 
more frequent after rupture had occurred, 
there were many normal white blood cell 
counts in both ruptured and unruptured 
cases. 

Table 6 
Leukocyte Count on Admission 
White Blood No. Cases 

Cells Acute Ruptured Total 
5- 8,000 4 0 
8-10,000 3 1 
10-12,000 3 
12-14,000 3 
14-16,000 2 
Over 16,000 1 1 

The lowest leukocyte count was 5,700, the highest 
30,000. 


Deaths 


Treatment and Complications 

Many surgeons believe that the McBurney 
incision is not desirable in many cases of ap- 
pendicitis. We differ with this view, feeling 
that the McBurney incision gives more ade- 
quate exposure, decreases peritoneal soiling, 
provides a more direct route for drainage, 
and lowers the incidence of wound disruption 
and incisional hernia. McBurney incisions 
were used in 68 per cent of our cases (table 
7). Of the patients who died, 71 per cent 
had had a rectus incision. 

Drainage was employed in all cases of rup- 
tured appendicitis except 3 \(table 7). There 
were no postoperative abscesses. 
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Males 
28 
(53% ) 
1 
| 
7 
4 
4 
1 
1 
4 0 } 
8 1 
4 0 
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Table 7 
Type of Incision and Use of Drainage 
No. Cases Per Cent* Deaths 
‘Acute Ruptured Total 
McBurney 16 18 68% 
Right rectus 5 7 24% 
Other incision 1 5 8% 
‘ains used 1 26 27 
*Percentages in this table are based on 50 
operative cases. 


We could not determine that the type of 
anesthesia influenced the course of the dis- 
ease. 

Credit for the low mortality belongs large- 
ly to the use of bactericidal and bacterio- 
static agents and supportive therapy (table 
8). Some writers have stated that the over- 
all mortality from appendicitis has not 
changed much in the last twenty-five vears 
despite these advances. In a group so sus- 
ceptible to pulmonary complications as pa- 
tients above 60 vears of age, we feel that 
these agents are of special benefit. Sulfona- 
mides were used in 47 per cent and penicillin 
in 11 per cent of the cases. 


Table 8 
Chemotherapy and Supportive Treatment 
No. Cases Deaths 
Acute Ruptured 
Sulfonamide in wound 3 
Sulfonamide in wound 
and parenterally 
Parenteral 
sulfonamide only 
Penicillin 
Transfusions 
Determination of 
total serum proteins 
Protein therapy 
Vitamin therapy 
Gastric and or 
intestinal decompression 1 


Four patients who were believed to have 
a ruptured appendix (according to the cri- 
teria already outlined) did not have an op- 


eration. All 4 recovered. One of these was 
operated upon two years later, and a scarred, 

fibrosed appendix was removed. The average 
hospital stay for this group was almost twice 
as great as for the patients treated sur- 
gically. 

Despite the advanced age of the patients, 
the complications directly attributed to the 
operation were relatively few (table 9). Only 
5 of these 53 seriously ill elderly patients had 
fatal cardio-respiratory complications. 

The Danger of Delay 

There was often considerable delay be- 
tween diagnosis and operation (table 10). 
Sometimes this occurred before and some- 
times after admission. In general, delay be- 


JOURNAL July, 1949 
Table 9 
Postoperative Complications 
No. Cases 
Acute Ruptured 
Pulmonary 2 3 
Genito-urinary 2 1 
Cardiac 4 
Distention 
Wound infection 1 


Table 10 
Before Operation 
No. Cases 
Acute Ruptured 
Delay before admission 3 17 3 
Delay after admission 5 14 1 


Deaths 


cs 


Delay 
Deaths 


fore admission was the fault of the patient, 
while delay after admission was the fault 
of the doctor. In 88 per cent of the ruptured 
and 35 per cent of the acute cases, there was 
a delay of more than twelve hours prior to 
operation. In several of these cases the de- 
lay was due to uncertainty of diagnosis. We 
feel that we cannot too strongly condemn 
the continued unnecessary delay in cases of 
suspected acute appendicitis. No fatal com- 
plications occurred in the 10 patients who 
did not have a diseased appendix. Fifty- 
seven per cent of the deaths were in the 
delayed group. 
Summary of Fatal Cases 

The histories of the 7 fatal cases are sum- 
marized below: 
Case 1 

A man of 70 had epigastric pain beginning vcd 
hours before admission on November 29, 1937, Cas- 
cara and castor oil were taken, Vomiting —— 
twelve hours before admission. On admission the 
temperature was 103.8 F., the pulse 108, and res- 
piration 22. The patient was acutely ill and had 
recently received morphine. The heart was enlarged 
and its rhythm irregular. The blood pressure was 
160 systolic, 80 diastolic. Increased tenderness and 
rebound tenderness were present in the right lower 
quadrant. The rectum was not examined, A diag- 
nosis of acute appendicitis with perforation was 
made. 

Operation was delayed forty hours, during which 
time digitalis was given. The patient was given in- 
travenous glucose, and oral fluids were permitted. 
Under spinal anesthesia a ruptured appendix was re- 
moved and an abscess drained. Three cigarette 
drains and two large rubber tubes were inserted. 
The patient became distended postoperatively, He 
continued to take fluids by mouth, Enemas, Pitui- 
trin, and Pitressin were given to combat distention. 
Two transfusions were administered, Gastric lavage 
was used twice a day, and gave immediate but temp- 
orary relief of the distention and hiccoughs, Decom- 
pression Was never continuous, The patient expired 
eleven days after ope ration, thirteen days after ad- 
mission. 
had peritonitis 
ileus. Delay in 

decompression 


This patient 
with progressive paralytic 
operation and inadequate 
contributed to his death. 


Comment: 
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Case 2 

A 68 year old white woman was admitted on Jan- 
uary 17, 1938, with generalized abdominal pain of 
seven days’ duration. Two days after the pain began, 
a strong laxative was administered, Four days after 
its onset, the pain shifted to the right lower quad- 
rant and tenderness was noted. Tenderness and pain 
persisted, and complete anorexia developed two days 
before admission. The patient had been constipated 
for six days prior to admission. 

On admission, the temperature was 100.8 F., the 
pulse 92, respiration 22, and blood pressure 164 
systolic, 72 diastolic. The heart was enlarged to the 
left, and the rhythm was irregular, with occasional 
extrasystoles. There was a soft systolic murmur at 
the apex. The abdomen was soft and distended, and 
a mass the size of an orange was felt in the right 
lower quadrant. Tenderness and rebound tenderness 
were present in the right lower quadrant. Peristaltic 
sounds were absent. The hemoglobin was 102 per 
cent, the white blood cell count 11,800 with 82 per 
cent polymorphonuclears, Urinalysis was negative 
except for occasional red blood cells. The diagnosis 
Was appendicitis with rupture and abscess forma- 
tion, and hypertensive cardiovascular disease with 
congestive failure, 

Operation was delayed twenty-four hours, during 
which time the patient was partially digitalized and 
had liquids by mouths. At operation, under local 
anesthesia, an abscess was drained, and the appen- 
dix removed through a MeBurney incision, Three 
drains were inserted, Following operation, the res- 
piration was labored and the patient was markedly 
cyanosed, She died after ten hours. 


One observer thought that the 
patient had auricular fibrillation with de- 
The patient received only 0.2 
Gm. of digitalis twice at six hour intervals 
between admission and operation. This fatal- 
itv Was partially due to delay on the part of 
the patient presenting herself for exami- 
nation. If further delay was necessary for 
reasons, it should have been con- 
tinued until the patient was fully digitalized. 
It is difficult to say whether operation should 
have been delaved longer or should have been 
immediate. The full Ochsner regimen could 
have been employed during the period of 
delay, 


Comment: 


compensation, 


cardiac 


Case 3 

A 65 year old, healthy looking white man was 
admitted on November 16, 1941, with the complaint 
of abdeminal pain which had begun in the epig as- 
trium end right upper quadrant sixteen hours before. 
He had had three similar episodes previously. Imme- 
diately after the onset, he became naus seated and 
vomited several times. Saline cathartics were admin- 
istered, and the pain shifted to the right lower 
quadrant and McBurney region. At the time of 
admission it Was moderately severe. 

The temperature was 102 F., the pulse 108, 
piration 22, and blood pressure 124 systolic, 66 dias- 
tolic. The heart and lungs were normal. Tenderness 
and rebound tenderness were present in the right 
lower quadrant without rigidity or spasm. Peristalsis 
was active. Rectal examination showed tenderness 
sides, more marked on the right. A blood 
revealed 11,500 white blood cells with 82 per 
polymorphonuelears. Urine examination was 


res- 


on both 
count 
cent 
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negative. The diagnosis was acute appendicitis with 
gangrene, 

Three hours after admission, under spinal anes- 
thesia, an acutely inflamed appendix was removed 
through a right rectus incision. Convalescence was 
uneventful until the eighth postoperative day, when 
swelling of the right leg developed, and the temp- 
erature rose to 100.6 F, Sulfonamides were adminis- 
tered, No further note about the leg was recorded on 
the patient’s chart. On the fourteenth postoperative 
day the patient was allowed to be up for the first 
time, and died shortly thereafter, At autopsy a large 
embolus was found at the bifurcation of the right 
and left pulmonary arteries. The appendiceal region 
was well healed, 

Comment: This patient certainly had a 
thrombophlebitis which was not treated, 
Early ambulation might have prevented this, 
and therapy directed towards the phlebitis 
might have prevented the embolus. 

Case 4 

A 65 year old white woman was admitted on May 
10, 1942, with abdominal pain of six hours’ dura- 
tion. The pain began throughout the abdomen and 
radiated to the right lower quadrant shortly after 
onset, It was accompanied by nausea and vomiting. 
The past history was negative except for hyper- 
tension of two years’ duration, The temperature was 
98.8 F., the blood pressure 230 systolic, 130 diastolic. 
The patient was well developed and moderately 
obese. The heart and lungs were normal. There was 
direct and rebound tenderness in the right lower 
quadrant. Rectal examination was not mentioned. 
The white blood cell count was 15,400, with 82 per 
cent polymorphonuclears; urinalysis was negative. 
A diagnosis of acute appendicitis was made, 

At operation, under nitrous oxide and ether anes- 
thesia, an acutely inflamed appendix was removed 
through a right rectus incision. Some sulfonamide 
powder was instilled into the abdominal wound. 
Pathologic examination showed a gangrenous ap- 
pendix which had ruptured into the meso-appendix 
withou: gross leakage. Convalescence was uneventful 
until the sixth day, when the temperature rose to 
100.4 F., then gradually subsided, The patient was 
allowed out of bed in a wheel chair on the twelfth 
postoperative day. On the thirteenth day, when lifted 
out of bed again, she suddenly began to have 
dyspnea, with an imperceptible pulse and pain in 
the chest. Cyanosis developed rapidly, and she died 
in fifteen minutes. No autopsy was obtained, but it 
was the observers’ impression that this was a pul- 
monary embolus, 

Comment: Again the progress notes sug- 
gest an unrecognized thrombophlebitis. Am- 
bulation was exceedingly late. 

Case 5 

A white man, aged 67, was admitted on December 
20, 1942, with a complaint of abdominal pain of six 
hours’ duration. Large doses of milk of magnesia 
and an enema had been ineffectual. Nausea and vom- 
iting developed before admission. The temperature 
was 98 F., the pulse 90, respiration 22, and blood 
pressure 120 systolic, 80 diastolic. The patient was 
well developed and moderately well nourished. The 
skin was cyanotic and cold. The heart and lungs 
appeared normal. The abdomen was flat and board- 
ike in its rigidity. Tenderness was generalized. No 
rectal examination was mentioned, The white blood 
cell count was 11,200, with 78 per —_ polymor- 
phonuclears; urinalysis was negative. A diagnosis of 
acute appendicitis with possible rupture was made, 
and the possibility of acute abdominal apoplexy or 
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mesenteric thrombosis was considered. 

Immediate operation was carried out under spinal 
anesthesia. A gangrenous appendix was removed 
through a right rectus incision, The mesentery sur- 
rounding the appendix was also gangrenous. Culture 
of the abdominal fluid was negative. 

The temperature rose on the second postoperative 
day, and remained between 101 and 103 F. It showed 
a general upward trend until the ninth day, on which 
he expired, 

The patient received liquids by mouth and 6 Gm. 
of sulfathiazole daily. This was changed after two 
days to sulfadiazine. On the seventh postoperative 
day the blood sulfadiazine level was 5 mg. per 100 
cc., urea nitrogen 33 mg. per 100 cc., blood urea 118 
mg. per 100 ce. All sulfonamide therapy was dis- 
continued. From the fourth day on, oral fluids were 
supplemented from time to time by some intravenous 
glucose and oxygen because of cyanosis and dyspnea, 
Death was attributed to a spread of thrombosis in 
vessels of the mesentery, but no autopsy was ob- 
tained. 

Comment: The literature contains many 
reports of cases in which gangrene of the 
mesentery surrounding the appendix is found 
at operation, and in which autopsy shows a 
progressive thrombosis of the mesenteric 
vessels leading into the portal system, with 
or without a pylephlebitis. It is probable that 
this was a similar case. 

Case 6 

A 68 year old white male was admitted on March 
23, 1943, with a complaint of pain in the right side 
of the abdomen and the scrotum, One week before 
admission, he had noted a sensation of dull pain in 
the epigastrium. Twenty-four hours before admis- 
sion, the pain began to localize in the right inguinal 
region, There was no nausea or vomiting, but he had 
several shaking chills. There were no urinary symp- 
toms, and no constipation or diarrhea, 

The heart and lungs were described as within 
normal limits. The abdomen was obese and soft, and 
the muscle tone was not increased, There was ten- 
derness in the right lower quadrant, with some ten- 
derness in the right costovertebral angle. No masses 
or viscera were felt. There were 14,500 white blood 
cells with 83 per cent polymorphonuclears. The urine 
examination showed an occasional leukocyte, An in- 
itial diagnosis of right ureteral calculus was made. 
A roentgenogram of the abdomen did not show any 
caleuli, but did reveal some dilatation of the small 
intestine, 

The patient was given a liquid diet, and cystoscopy 
was performed the following day. No ureteral ob- 
struction was found, and retrograde pyelograms 
showed the ureters and kidney pelves to be outlined 
normally, 

Operation was performed several hours later. 
Under spinal anesthesia, through a right rectus in- 
cision, a ruptured appendix was removed and an 
abscess containing about 30 ce, of pus was evacu- 
ated. Eight grams of sulfanilamide powder was 
instilled into the abdomen, and two cigarette drains 
were brought out through a stab wound in the 
McBurney region, 

Gastric suction was employed, and sulfonamides 
(5-8 Gm. daily in divided doses) were given parent- 
erally, along with thiamine chloride and vitamin C. 
His temperature and pulse were irregular but 
showed a general upward trend; except for the first 
day they varied between 100 and 102.8 F. and 70 
and 110, respectively. On the fourth postoperative 
day distention was marked. A film of the chest, 
made with a portable machine, showed broncho- 
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pneumonia at the base of the right lung. The sul- 
fonamide level reached 6.1 mg. per 100 c¢.; the urea 
nitrogen went to 35.5 mg. per 100 cc., the blood 
urea to 76 mg. per 100 ce, He expired on the sixth 
postoperative day with increased signs of bronchial 
pneumonia, a distended silent abdomen, and a pulse 
rate of 120. 


Comment: No cause for death was given 
in this patient’s record, Absence of peristal- 
sis would probably indicate extensive peri- 
tonitis. Bronchial pneumonia contributed to 
the demise. 


Case 7 

A 72 year old, obese white man, admitted on 
August 6, 1943, complained of abdominal pain of one 
day’s duration, The patient had been in the hospital 
five months before with a right ureteral stone which 
he subsequently passed. His present illness began 
with dull aching pain throughout the lower portion 
of the abdomen, followed by anorexia. Vomiting oc- 
curred several hours before admission, and the pain 
was noted to be more severe in the right lower 
quadrant. 

The temperature was 99.4 F., the pulse 80, respira- 
tion 20, and blood pressure 110 systolic, 70 diastolic. 
A few fine rales were heard at the base of both 
lungs. The heart appeared normal. There was ten- 
derness and rebound tenderness in the right lower 
quadrant, and referred rebound tenderness from the 
left to the right side, with some muscle splinting. 
Rectal examination was not done. A blood count 
showed 8600 white cells with 78 per cent polymor- 
phonuclears, and a hemoglobin of 112 per cent. Urine 
examination showed many casts, and 25-30 white 
hlood cells per high power field. A roentgenogram 
of the abdomen showed no evidence of renal or 
ureteral stones. A diagnosis of acute appendicitis 
with probable rupture was made. The patient at first 
refused operation, but agreed twelve hours later. 

Under spinal anesthesia and through a McBurney 
incision, a ruptured appendix was removed. There 
was advanced peritonitis in the right side and in the 
pelvis. Eight grams of sulfonamide powder was 
placed in the incision, and two drains were brought 
out through the wound. 

The patient was given intravenous glucose (3,000 
cc. daily), sulfadiazine (4 Gm. daily by mouth), and 
small amounts of liquids. For three days the temper- 
ature and pulse remained low and he seemed to be 
progressing well. On the fourth, fifth, and sixth days 
there were daily elevations of temperature to 102 F., 
but the fever began to subside after the sixth day. 
The drains were removed on the tenth day. On the 
eleventh postoperative day the patient suddenly com- 
plained of severe shortness of breath without pain. 
Marked sweating occurred; he became cold and 
clammy, and expired within ten minutes, No autopsy 
was obtained, 


Comment: In this instance the patient, al- 
though he had a relatively stormy course for 
the first week, seemed to be convalescing 
well. The blood sulfadiazine level at one time 
Was as high as 10.5 mg. per 100 cc., but grad- 
ually fell. Urine examination continued to 
show occasional red and white blood cells. It 
was thought by one observer that the patient 
had a coronary occlusion, but others consid- 
ered a pulmonary embolus to be the cause 
of death. The patient was not ambulatory at 
any time. 
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Means of Decreasing the Mortality 

Although the over-all mortality in this 
series is only 15 per cent, better pre- and post- 
operative care might have lowered it much 
more. Complete alimentary rest must be 
maintained to combat peritonitis. Halfway 
measures will not suffice. Therapy designed 
to prevent phlebitis and emboli might have 
reduced the mortality by one half. 

Penicillin and streptomycin will favorably 
influence peritonitis. Streptomycin was not 
used in any of these cases, but there were 
no deaths in the 6 patients who received peni- 
cillin. We hope to report a comparable series 
of cases after these antibiotics have been in 
use for several years. 

Conclusions 

1. A review of the literature and this clini- 
‘al study of 53 cases shows that appendicitis 
occurs frequently in elderly patients. 

2. Its symptoms and physical signs are not 
quite as clear cut in this group as in the 
younger patients. 

3. Gangrene occurs much more frequently, 
probably because the initial circulation is 
poorer, 

4. Early operation is indicated in most 
Cases. 

5. In no group of patients with ruptured 
appendicitis are supportive therapy, decom- 
pression, and early ambulation more impor- 
tant. 


OMENTAL INFARCTION SIMULATING 
ACUTE APPENDICITIS 
BURNETT SCHAFF, M.D. 
and 
II. U. STEPHENSON, JR., M.D. 
SWANNANOA 

Hemorrhagic infarction of the omentum 
mimics the symptoms of acute appendicitis 
so closely that the surgeon usually operates 
with the expectation of finding the appendix 
acutely diseased. This omental disease occurs 
so infrequently that it is seldom considered 
in the differential diagnosis of acute appen- 
dicitis. Only about 20 cases have been re- 
ported to date. Because of the surgical sig- 
nificance of this condition it is well to study 
it in greater detail; because of its rarity, it is 
worth while to report another case. 

From the Department of Surgery, Veterans Administration 
Hospital, Swannanoa, North Carolina, 

Published with the permission of the Chief Medical Director, 
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The abdominal cavity has been opened by 
surgeons and pathologists for many vears; 
vet it was not until 1940 that hemorrhagic 
infarction of the omentum was well estab- 
lished as a distinct clinical and pathologic 
entity. A few cases showing infarcts in the 
omentum had been reported after Busch 
first described the condition in 1896, but 
these infarcts were usually associated with 
other intra-abdominal’ or extra-abdominal 
lesions’? However, Pines and Rabinovitch 
demonstrated in 1940 that infarcts of the 
omentum could occur in previously healthy 
individuals; these hemorrhagic infarcts 
were found when all other intra-abdominal 
disease had been excluded at operation, and 
the patients presented parallel clinical 
courses. A few vears later, other cases of 
infarction of the omentum showing similar 
symptoms and pathologic findings were re- 
ported, 

Omental infarction has at times been con- 
fused with the more common condition of 
omental torsion. Several cases reported prior 
to 1940 as “torsion” or “incomplete torsion” 
were actually cases of omental infarction, 
since there was no twisting or pedicle for- 
mation in the omentum”. In hemorrhagic 
infarction, torsion is not present; the 
changes in the omentum are secondary to a 
segmental venous thrombosis. Operation dis- 
closes a firm, purplish-red mass often asso- 
ciated with free bloody fluid in the peri- 
toneal cavity. 

Diagnosis 

The pain of omental infarction usually be- 
gins abruptly in the right lower quadrant of 
the abdomen. Occasionally the pain is dif- 
fuse at the start, but later radiates to the 
right lower quadrant. Pain which disappears 
with rest and recurs on resumption of activ- 
ity is suggestive of omental disease. Vomit- 
ing occurs infrequently. Both the tempera- 
ture and the white cell count may be normal 


1. Hines, L. E.: Hemorrhagic Infarction of the Greater 
Omentum, Illinois M. J. 66:166-167 (Aug.) 1934. 

2. Berger, A, Hemorrhagic Infarction of the 
Omentum, Arch, Surg. 36:497-499 (March) 193s, 

Pines, B., and Rabinovitch, J.: Idiopathic Segmental In 
farction of the Greater Omentum, Surg., Gynec. and Obst, 
T1:SO-85 (July) 1940, 

. (a) Schottenfeld, L. E., 
and Thrombosis of the Omentum, Am. J 
(Feb.) 19th, (b) Totten, H. P.: Primary Idiopathic Seg- 
mental Infarction of the Greater Omentum, Am, J. Surg. 
56:676-679 (June) 1942. (¢) MacKenzie, W. C. and Small, 
J.: Primary Idiopathic Segmental Infarction of the Greater 
Omentum, Canad, M. A. J. 55:146145 (Aug.) 1966, (d) 
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or slightly elevated. One point must be em- 
phasized: when operation for “acute appen- 
dicitis” discloses a normal appendix and free 
bloody fluid, the abdomen must be explored 
for infarction or torsion of the omentum. 


Etiology 
Any hypothesis about the etiology of pri- 
mary omental infarction should explain sev- 
eral significant facts: (1) the predominance 
of the condition in males and in the age 
group between 30 and 50 vears; (2) the in- 
creased frequency of reports of this disease 
after 1940; and (3) the fact that the patients 

vue usually well nourished. 
We wish to suggest the following etiologic 
classification of hemorrhagic infarction of 
the omentum, which is based on a study of 


the cases previously reported. 


I. Primary or idiopathic 
II. Secondary, due to or associated with: 
A. Heart 
B. Vascular disease'!.® 
C. Trauma‘) 
Treatment 


Most of the infarcts have been treated by 
removal of the diseased portion of the omen- 
tum. However, one recorded case of omental 
infarction” was treated by a_ pencil-sized 
drain inserted down to the diseased area. 
The following day the patient was complete- 
ly free of pain, and the drain was removed 
in twenty-four hours. From the data avail- 
able at present, however, excision of the dis- 
eased omentum seems to be the preferred 
form of treatment. Recovery is the rule in 
the patients with primary infarcts. In a few 
of the reported cases a normal appearing 
appendix was also removed at the same op- 
eration; this procedure did not appear to 
affect the postoperative morbidity. 


Report of Case 


A 28 year old white male bus driver was admitted 
to the hospital on July 26, 1948. Three days prior 
to admission, while driving a bus, he had he gun to 
have pain in the right lower quadrant of his abdo- 
men, The pain recurred from time to time, disap- 
pearing when the patient was at rest, and return- 
ing when he moved about. There was no nausea or 
vomiting. He was constipated on the first dav of 
his illness, but had one stool daily thereafter. There 
were no genitourinary symptoms. 

A few years prior to his present illness, the pa- 
tient had an attack of epigastric “or A tentative 
diagnosis of peptic ulcer was made, but was appar- 
ently not confirmed. 

The patient was a well nourished, well developed, 
young white man, He did not appear to be acutely 
or chronically ill. The temperature was 98.2 F., the 
pulse &8. There was no evidence of cardiovascular 
disease. Moderate tenderness and slight rigidity 
were present in the right lower quadrant of 
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Drawing showing the infarction of the 
omentum as seen at operation. 


Fig. 1. 


Pressure in the left lower quadrant, when 
released, caused pain in the opposite side of the 
abdomen, The liver and spleen were not palpable, 
and no masses could be felt in the abdomen. On rec- 
tal examination, slight tenderness was noted in the 
right lower quadrant of the abdomen. A blood count 
showed 14,800 white cells, 84 per cent of which were 
neutrophils, The urinalysis was negative, and a 
Wassermann test of the blood was negative. 

A diagnosis of acute appendicitis was made, and 
operation was performed shortly after admission. 
The abdomen was opened through a McBurney in- 
cision, U pon opening the peritoneum, a moderate 
amount of bloody fluid was seen lying free in the 
peritoneal cavity. The cecum was fixed at the level 
of the umbilicus, and the appendix was retrocecal 
in position, but normal in appearance. A mass was 
partially adherent to the right upper anterior parie- 
tal peritone um. When this was freed, it was found to 
a sharply circumscribed, bluish-red, firm 
mass of egg tissue about the size of a man’s 
fist (fig. 1). The discoloration of the omentum ap- 
peared to h ave been caused by bleeding into its sub- 
stance, There was evidence of a twist of the 
omentum, and no pedicle. 

The hemorrhagic omental mass was attached to 
the proximal portion of the transverse colon, which, 
for a distance of 2 inches, appeared to have very 
slight ecchymoses in its subperitoneal layers. The 
omentum on each side of the hemorrhagic area ap- 
peared normal. The abdomen was thoroughly ex 
plored, but no other abnormalities were noted. The 
free blood was aspirated and the diseased omentum 
was excised. The wound was then closed in layers. 
_ The postoperative was uneventful. The pa 
tient’ was ambulant second day after his on- 
eration, 
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Fig. 2. Photomic sinengls of ie diseased portion 
of the omentum, 


closely spaced arteries and veins engorged with 
blood (fig. 2). Well preserved blood was seen spread- 
ing along the connective tissue septa of the fat and 
under the peritoneal surface. Part of the mesothe- 
lium had desquamated. In places within the mass of 
there were small areas which were occupied 
by loose fibrin net containing a few neutrophils. 
The diagnosis of hemorrhagic infarction of the 
omentum was confirmed, 


blood, 


Comment 

It appears strange that two omental dis- 
eases, torsion and infarction, mimic the 
symptoms of acute appendicitis so closely. 
In our patient the omental infarct was ad- 
herent to the right upper parietal peri- 
toneum and the cecum was higher than 
usual; yet the pain, tenderness, rigidity, and 
spasm were all located in the right lower 
quadrant. Perhaps future research on ab- 
dominal pain should include the role of the 
omentum in the origin and transmission of 
painful stimuli. 

Although the etiologic effects of trauma 
in omental infarction have been discussed 
by others, the role of automobile driving has 
not been given its due weight in the search 
for causative factors. Our patient was a bus 
driver, and his pain began while he was 
driving a bus. Although no history of acute 
abdominal trauma was given, it appears 
likely that repeated slight trauma to the ab- 
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domen occurred while he was driving; this 
trauma, which might have been caused by 
the abdomen’s striking the steering wheel 
during sudden stops, probably produced 
changes in the intima of the omental veins, 
initiating the formation of thrombi. There 
probably are other factors, inherent in the 
omentum itself, that predispose to infarc- 
tion after repeated slight trauma. 
Summary 

A case of hemorrhagic infarction of the 
greater omentum is reported. The diagnosis, 
etiology, and treatment of this condition are 
briefly discussed. 


RUPTURE OF THE APPENDIX IN A 
PATIENT WITH SITUS INVERSUS 
Report of a Case 
ALFRED T. HAMILTON, M.D.., 
RALEIGH 
and 
GLENN B. Jupp, M.D. 
VARINA 


F.A.CS. 


Appendicitis presumably occurs in persons 
having situs inversus in the same proportion 
as it does in the general population. Various 
authors have reported the incidence of situs 
inversus to be one in every 3000, 5000, 
10,000, and 34,000 hospital admissions. 
Appendicitis in these people therefore can- 
not be looked upon as a rarity, but is suffi- 
ciently unusual to be of statistical interest™. 
It is of medical importance because of the 
tendency of the lay population to discount left 
sided abdominal pain. 


Report of a Case 


A 20 year old farmer was admitted to 
Rex Hospital on February 9, 1949, with 
complaint of left sided abdominal pain. The 
pain had begun three days before, when it 
was of generalized distribution and attended 
by nausea, vomiting, and constipation. In 
the next two days the patient took two laxa- 
tives. The pain became localized in the left 
lower quadrant; his pre-existing cold became 
1, Prescott, M. U. and Zollinger, R. W. ——- in Situs 

Inversus Totals Am, J. Surg. 290 (May) 1944. 

2. Transposition of Viscera, Surg. Gynec. 

(July) 1922. 

Appendicitis and of the Vis 
Ann. Surg, 82:256-259 (Aug.) 192 

and Churchill, EF. D.: Situs, ‘Inversus, Sinusitis, 
Thoracie Surg. 7:206-217 (Dee.) 1937. 


Miller, Left Sided Appendicitis in a 
Patient, Am. J, Surg, 71:282-283 (Feb.) 
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more deep seated, and was attended by se- 
vere cough, dyspnea, pain in both lower rib 
‘ages, and high fever with chills. At this 
stage a physician was consulted. 

Physical examination showed an acutely 
ill, dvspneic, cyanotic, and dehydrated young 
man. The palpable apex impulse and the per- 
cussible apex border of the heart were on the 
right side, and auscultation revealed diminu- 
tion of breath sounds, scattered areas of 
bronchial breathing, and numerous rales at 
both pulmonary bases. The abdomen showed 
splinting throughout, rigidity in the left low- 
er quadrant, and extreme direct and rebound 
tenderness lateral to the cecum. Cough and 
forced flexion of the left thigh produced pain 
which was referred to this point. There was 
no rectal tenderness. The temperature was 
103 F., and a blood count showed 21,000 white 
blood cells with 94 per cent polymorphonu- 
clears; urinalysis was negative. 

Roentgen examination and electrocardio- 
graphic studies confirmed the presence of 
situs inversus. In view of this abnormality, 
the patient’s history and abdominal findings 
were strongly suggestive of appendicitis. 

Because of the possibility of malposition of 
the cecum, the abdomen was opened through 
a left rectus, muscle-splitting incision rather 
than a McBurney incision. Although such a 
possibility is unlikely in true situs inversus, 
it was fortunate that the longitudinal inci- 
sion was used in this case. The appendix, 
which was gangrenous and ruptured, was 
retrocecal and quite high in position, and its 
removal would have been extremely difficult 
through a McBurney incision. The ruptured 
appendix was removed without inversion, 
and the abdomen was closed in lavers with- 
out drainage. 

The patient was given penicillin, strepto- 
mycin, and intravenous fluids containing sul- 
fadiazine and vitamins B and C. Wangen- 
steen suction and intranasal oxygen were 
employed for two days. After the first day, 
the temperature became normal and _ re- 
mained so for four days, but then rose to 
101 F. for two days. This elevation of tem- 
perature was associated with pain lateral to 
the rectus incision, where a distinct mass 
was palpable. This abscess was incised and 
drained by means of two rubber gutter tubes 
through a stab wound far out in the flank. 
The patient’s temperature promptly fell to 
normal and he was discharged after a few 
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days. There have been no further complica- 
tions. 

In this case the atypical location of the 
pain was responsible for the patient’s delay 
in seeking medical aid. If the patient’s phy- 
sician had not detected the dextrocardia, the 
presence of pulmonary symptoms might have 
led to a diagnosis of pleuritis. 
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PRODUCTION OF 
\CTROCARDIOGRAPHIC EVIDENCE 
YF LEFT VENTRICULAR STRAIN 
Gus E. ForBEs, M.D. 
LAURINBURG 


THE 


Electrocardiographic changes associated 
with primary left ventricular strain have 
been discussed in the literature. These 
changes occur with and without left axis de- 
viation''', The typical pattern of left ventric- 
ular strain is seen in the S-T-T segments. 
The S-T segment in lead I is depressed and 
is followed by a negative T wave whose an- 
terior limb has a convex contour. S-T. may 
originate below the iso-electric line, and T. 
is usually inverted or diphasic; the inversion 
is not as deep as in lead IT, however, and T. 
may be upright. In the chest leads, with the 
electrode over the left ventricle, there is 
usually slight depression of the S-T segment, 
and the T wave is inverted or diphasic. In 
instances of marked left ventricular strain, 
the S-T-T changes are more definite. The 
illustrative electrocardiograms (fig. 1) show 
a marked depression of the S-T segments, 
and deep inversion of the T waves. 

Kapian and Katz" feel that the S-T-T 
changes are attributable to a disturbance in 
the retreat of activity in the ventricles which 
is due to hypertrophy of the ventricle itself, 
and, in part, is secondary to coronary insuf- 
ficiency. These changes may, at times, be 
confused with those that follow digitalis 
therapy. However, a careful analysis cf the 
electrocardiogram usually clarifies the situ- 
ation. Digitalis most commonly produces a 
sagging or flattening of the S-T segment, 
making it merge with the T wave, so that 
the upward convexity which separates it 
from the T wave is not seen. 
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Electrocardiographic evidence of left 
ventricular strain, 


Fig. 1. 


The typical pattern of left ventricular 
strain is usually believed to be associated 
with diseases resulting in physical strain on 
the left side of the heart. Such diseases are 
arterial hypertension of long duration, rheu- 
matic and syphilitic aortic diseases, and my- 
ocardial infarction. Many times, however, 
patients with such diseases fail to show the 
characteristic changes of left ventricular 
strain on the electrocardiogram. Many at- 
tempts have been made to correlate this elec- 
trocardiographic pattern with factors which 
produce strain on the left ventricle. 

Congestive heart failure seems to occur 
as frequently in hypertensive patients who do 
not show strain as in those with this change. 
Luten and Grove, in an analysis of 237 
causes of hypertension in which there was an 
inverted or diphasic T,, found congestive 
failure in only 18 per cent. Evans and his 
co-workers found no positive correlation 
between dyspnea electrocardiographic 
changes in 152. electrocardiograms per- 
formed on 132 patients who had been sub- 
jected to dorsolumbar sympathectomies. 

The purpose of the following study was to 
demonstrate whether any correlation exists 
between electrocardiographic evidence of left 
ventricular strain and the age, heart size, 
blood pressure reading, and duration of hy- 
pertension in a group of hypertensive pa- 
tients with various degrees of cardiac decom- 
pensation, 

Luten, D. and Grove, The Incidence and Significance 

of EKlectrocardiograms Showimg the Features of Left) 

Deviation and QRS of Normal Duration with Inverted Tr 

and Upright Ts, Am. Heart J. (April) 

Mathews, Mo and White, The 


trocurdiogram in pertension; Its Description, Am. Heart 
J. tes (Aug.) 


LEFT VENTRICULAR STRAIN 


FORBES 


Metevials and Methods 

For this study 100 charts were picked at 
random from those classified under ‘“hyper- 
tensive cardiovascular disease” in the files 
of the Hospital of the Medical College of Vir- 
ginia. Varying degrees of cardiac decom- 
pensation were present in all cases, and the 
patients were taking maintenance doses of 
digitalis. 

Seventy-one charts were used for study. 
The others were discarded because: (1) the 
studies were incomplete; (2) there was evi- 
dence cf old or recent myocardial infaretion 
(in which instance the electrocardiographic 
pattern was complicated by the infarction 
and the presence of left ventricular strain 
was not clear); (3) the patient had ad- 
vanced renal disease; or (4) valvular heart 
disease was present. This last group of cases 
was not included, because lesions involving 
the mitral, pulmonic, or tricuspid valves may 
produce strain on the right side of the heart, 
and thereby complicate the electrocardio- 
graphic pattern. 

White patients numbered 29, and Negro 
patients 42; there were 33 males and 38 fe- 
males. Forty-eight patients were 50 years 
or older, and 23 were under 50 years of age. 
There were 18 deaths, and 4 autopsies were 
performed. Nine of the patients who died 
showed electrocardiographic evidence of left 
ventricular strain. 

Each chart was studied with particular 
attention to the presence of left ventricular 
strain, the age of the patient, the heart size 
(as determined by the cardio-thoraci¢ ratio), 
the height of the blood pressure, and the dur- 
ation of hypertension (table 1). In the 4 
autopsied cases, the weight of the heart and 
the pathologic description were noted (table 

Results 

Table 1 shows that the cases were almost 
evenly divided between those in which there 
was electrocardiographic evidence of left 
ventricular strain and those in which no such 
evidence of strain was present. The average 
ages of the two groups were 57.8 and 60.7 
years respectively. There was a difference 
of 2 per cent in the heart size, as deter- 
mined by average cardio-thoracic ratios. The 
average blood pressure range in the two 
groups Was almost the same, the difference 
being so slight that no significance could be 
attached. The greatest difference appeared 
in the duration of the hypertension. In pa- 


I 
CF. Cf. 
| 
5 
’ 


Table 1 
Findings in Seventy-One Hypertensive Patients 
with Cardiac Decompensation 
Vo Electrocardio 


graphic Bride nce 
of Strain 


Electrocardiographic 
Kvidence of Left 
Veutricular Strain 


34 ) 


No, patients 37 (52.1% ) 


\ge group 


50 and over 25 24 

Under 50 9 13 
Average age 47.8 vears 60.7 years 
Average cardio- 


thoracic ratio O.612:1.0 
Average blood 
pressure range 
Sysiolic 


Diastolic 


165-202 


162-203 
92-116 
Average duration 
of hypertension 67.5 mos. 17.1 mos. 
tients who showed left ventricular strain on 
the electrocardiogram the average duration 
of hypertension was 67.5 months, as com- 
pared to 47.1 months in the group with no 
evidence of strain. 

The pathologic findings in the 4 autopsied 
cases were also strikingly similar (table 2). 
although the number of cases is too small 
for statistical analysis. 

Comment 

The study of these 71 cases seems to indi- 
cate that there are several factors which 
have no relation to the production of electro- 
cardiographic evidence of left) ventricular 
strain. 

Age 

Although 49 (69 per cent) of the patients 
stadied in this series were 50 years of age 
or older, no relation between the patient's 
age and the production of left ventricular 
strain was demonstrated. The average age 
of those in whom strain was present was 
57.8 vears, and in those without strain, the 
average age was 60.2 vears. Of the 22. pa- 
tients less than 50 years of age, 9, or 40.8 
per cent, showed left ventricular strain, and 
13, or 59.2 per cent, showed no strain. 
THleurt size 

Heart size appears to have no relation to 
the production of left ventricular strain in 
hypertensive patients with congestive heart 
failure. Heart size was determined by mea- 
surement of the cardio-thoracic ratio. This 
is the ratio of the greatest transverse di- 
ameter of the heart to the transverse in- 
ternal diameter of the chest, and is an esti- 
mate only. A cardio-thoracic ratio of 0.5:1.0 
or more is considered evidence of enlarge- 
ment of the heart. Since measurement of the 
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Table 2 
Autopsy Findings in Four Cases 
No Electrocardiv« 


graphic Rvidence 
of Strain 


Evidence of Lett 
Ventricular Strain 
No, patients 2 2 
Weight of heart 700 Gm. 395 Gm. 
670 Gm. 550 Gm. 
Pathologic findings 1. Marked hy- 1. Hypertrophy 
pertrophy and dilata- 
and tion; achero 
dilatation sclerosis of 
2. Generalized coronary 
hypertrophy; arteries 
ntherosclero- 2. Hypertrophy; 
sis with sten- atherosclero 
osis of coro- sis of Coro- 
nary arterie 


nary arteries 


transverse diameter of the heart does not 
take into consideration its broad diameter, 
no definite relationship exists between the 
cardio-theracic ratio and the size of the heart 
found at autopsy. In the 34 patients with 
left ventricular strain, the average cardio- 
thoracic ratio was 0.592:1.0. In those with 
no evidence of strain, the ratio was 0.612: 
1.0. The absence of correlation between the 
heart size and the electrocardiographic pat- 
tern was demonstrated as early as 1928 by 
Ziskin'!’, 

Hi of blood pressure and 

diuvation of hyperte ysion 

The height of the blood pressure was 
shown to bear no relation to the production 
of left ventricular strain. The average range 
of blood pressure in the patients with strain 
was 162 to 203 systolic, 92 to 116 diastolic, 
and in the group with no strain it was 165 
to 202 systolic, 97 to 123 diastolic. 

From the figures in table 1, it would seem 
that the duration of hypertension might 
have some relation to the production of 
strain. In the group with this change hyper- 
tension had been present for an average of 
67.5 months, as compared to 47.1 months in 
the other patients. However, since many pa- 
tients did not know the duration of their 
high blood pressure, and since many had 
hypertension when they were seen for the 
first time, a definite correlation could not be 
made. White and his associates’, in a study 
of 150 tracings, found no correlation be- 
tween the electrocardiogram and the known 
duratien of hypertension or the diastolic 
blood pressure on admission to the hospital. 


The Blectrocardiogram in’ Hypertension, Areh 
fot. Med. 12:512-520) (Oct.) 1928, 
White, Smithwick, H., 
Kvans, t fhe Klectrocardiogram in 
of Radical Svipatheetomy 
Report Am. Heart J. 
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Autopsy findings 

The number of autopsies in this group of 
patients is far too few to permit definite 
conclusions. The hearts weighed more in the 
2 patients with left ventricular strain dem- 
onstrated during life. However, since the 
heart weight varies chiefly with the size of 
the individual, and since some hearts are 
covered with fat, which increases the weight, 
no definite significance could be attached to 
these differences in heart weight. Each of 
the 4 hearts showed hypertrophy and dilata- 
tion, and atherosclerosis of the coronary 
vessels. Kaplan and Katz''’ studied 24 autop- 
sied cases and found no correlation between 
the heart weight and the electrocardio- 
graphic appearance. All their cases showed 
varying degrees of coronary sclerosis and 
mvocardial fibrosis. 

Summary 

The charts of 71 patients from the records 
of the Hospital of the Medical College of 
Virginia were studied. Each patient had 
hypertensive cardiovascular disease with 
varving degrees of congestive heart failure, 
and was taking maintenance doses of digi- 
talis. The charts were studied from the fol- 
lowing aspects: (1) presence of ventricular 
strain, (2) age of the patient, (3) heart size 
as determined by measurement of cardio- 
thoracic ratio, (4) height of blood pressure, 
and (5) duration of hypertension. No cor- 
relation was found between the presence of 
left ventricular strain and the age, heart 
size, or blood pressure elevation. 

The average duration of hypertension was 
20.4 months longer in the 34 patients with 
electrocardiographic evidence of ventricular 
strain. Since it was impossible to discover 
just when the blood pressure became ele- 
vated, however, this difference is not be- 
lieved to be significant. 

Only 4 autopsies were performed in this 
group—too few for conclusions to be drawn. 


Education in health . .. must be under the direc- 
tion of physicians who know what is being taught. 
The medical profession has long neglected its op- 
portunities and responsibilities in lay health educa- 

. Physicians have deliberately avoided both di- 
rect and indirect teaching of their patients or the 
public at large, fearful perhaps of being accused by 
their colleagues of “unethical advertising” or of 
making medical science less esoteric and mysterious. 
Such attitudes are now archaic and their perpetua- 
tion can only retard the progress of preventive and 
constructive medicine.—Edward J. Stieglitz: A Fu- 
ture for Preventive Medicine, New York, Common- 
wealth Fund, 1945, p. 50, 
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ELECTROCARDIOGRAPHIC 
BOOBY TRAPS 


LEVI WALKER, M.D. 
ATLANTIC CIty, NEW JERSEY 


With the increasing use of the electro- 
cardiogram as a technical aid to diagnosis 
and with the introduction of various com- 
petitive types of recording apparatus, it ap- 
pears that the manufacturers are trying to 
sell an instrument to every doctor who has 
the money to pay for it. Perhaps the time 
will come when an electrocardiograph will 
be a part of every physician’s equipment; 
however, it behooves all physicians to inves- 
tigate thoroughly the pitfalls involved in the 
interpretation of the electrocardiogram be- 
fore attempting to use this important ad- 
junct to cardiae diagnosis. 

Tnadequate Training and Experience 

I believe that it is impossible for anyone 
who has not studied many hundreds of trac- 
ings on people with normal hearts to make 
electrocardiographic diagnoses without fre- 
quent errors. Yet I know that some physi- 
cians attempt to arrive at a diagnosis by 
comparing a given electrocardiogram with 
similar tracings found in a standard text- 
book of electrocardiography. When one stops 
to consider that no two tracings are alike 
and that the normal variations are multi- 
tudinous, the fallacy of this technique be- 
comes immediately apparent. Inadequate 
training and experience in electrocardi- 
ography should be listed as Booby Trap no 1. 


Tnsufficient Clinical Knowledge of the Case 


The electrocardiogram is only a graphic 
picture of variations in electrical potential, 
produced as an effect of the excitation wave 
passing from the sino-auricular node 
through the conduction system and the myo- 
cardium. The tracing produced thereby may 
be entirely within normal limits in the pres- 
ence of advanced myocardial disease; yet the 
electrocardiographer is frequently asked to 
give not only a diagnosis but a prognosis as 
well—often in a patient he has never seen. 

It is the practice in many hospitals to send 
all electrocardiograms to an_ electrocardio- 
graphic department for interpretation. Fre- 
quently these tracings are not accompanied 
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by the clinical diagnosis or records of medi- 
cation. In most cases the doctor who inter- 
prets the tracing does not see the patient. 
The physician who referred the patient often 
is unable to correlate the electrocardio- 
graphic and clinical findings. The hazards 
entailed are obvious. These armchair special- 
ists in electrocardiography are seduced into 
Booby Trap no. 2. 
Technical Errors 

The electrocardiograph itself may not pro- 
duce an accurate tracing. In some instru- 
ments the timing apparatus is prone to be- 
come inaccurate, producing complexes of a 
longer or shorter interval than they actually 
are. Frequent checks on this type of instru- 
ment are essential. A faulty diagnosis of 
auriculoventricular or intraventricular block 
and a diagnosis of normal conduction when 
there is actually delayed conduction may 
have equally serious results. 

In the string type of instrument, over- 
shooting may impart serious abnormality to 
the tracing. Direct writing instruments may 
show depression of the ST segment because 
of lag of the stylus. Inaccurate standardiza- 
tion may produce complexes of greater or 


less veltage than actually exists. 

The precordial leads afford a very fre- 
quent source of technical error. A small pre- 
cordial electrode is used in order to localize 
myocardial lesions. Much of this advantage 
may be lost if an excessive quantity of elec- 
trode paste is placed under and around the 


clectrode—and marked variations in the 
clectrocardiographic pattern may result. In 
fact, if sufficient paste is used to bring about 
electrical continuity between multiple elec- 
trode positions on the precordium, distortion 
of the electrocardiogram may be so great as 
to destroy its diagnostic value. This has 
been well demonstrated by Ziegler in a study 
of precordial leads done on children, in whom 
the possibilities of error are much greater 
because of their relatively small chests. 

Positioning of the precordial electrodes 
furnishes another important source of error. 
This is particularly true of the apical lead 
and of the third chest lead, which is derived 
from it. It has been shown that a difference 
of 2.¢m. in the positioning of the apical elec- 
trode may produce important variations in 
the electrocardiogram. This fact assumes 
major importance in cases where serial elec- 
trocardiograms are being made—as in coro- 
nary artery disease and myocardial infare- 
tion. 
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When one realizes that even a group of 
doctors asked to localize the cardiac apex are 
likely to localize it at different spots, it is 
not surprising that a technician may make a 
great error in positioning the apical elec- 
trode. This source of error is multiplied if 
the patient is a woman with large, pendulous 
breasts, 

One wonders whether the potential source 
of error is not greater than the possible bene- 
fits to be gained by placing the apical elec- 
trode at the exact apex, and whether it would 
not be better to use an arbitrary position 
which would remain constant—such as the 
fifth interspace in the midclavicular line. Of 
course, if the apex beat is palpable, it affords 
a fairly reliable landmark; but is a techni- 
clan elways competent to localize such a 
landmark? It is suggested that the position 
for the apical electrode in each patient be 
permanently fixed for future tracings by re- 
cording its distance from the midsternal line. 
become — vexing’ 


Technical errors 


Booby Trap no. 3. 


may 


Normal Variations 

Variation in the normal electrocardiogram 
is probably the greatest source of diagnostic 
error in electrocardiography. | have seen pa- 
tients whose usefulness as citizens has been 
almost totally destroved by a cardiac neuro- 
sis precipitated by the misinterpretation of a 
normal electrocardiogram. latrogenic dis- 
ease is easily acquired, but most difficult to 
cure. Along with the current refinements in 
electrecardiographic diagnosis, it seems that 
there may be a temptation to read too much 
into the tracing. [ am inclined to believe that 
it may be safer, insofar as the patient’s wel- 
fare is concerned, to minimize the impor- 
tance of minor variations from the so-called 
normal electrocardiogram. 

Examination of many thousands of healthy 
voung adults during the recent war revealed 
numerous unexpected variations from the 
patterns which were previously considered 
normal. Inversion of T waves in leads IT and 
and déceasionally in lead I also, were 
found in soldiers who, by all clinical stand- 
ards, had perfectly normal cardiovascular 
systems. Notching and slurring of the QRS 
complexes is not an uncommon finding in 
apparently healthy individuals. Because of 
the auricular T wave, the PQ interval may 
lie below the baseline, thereby giving a false 
impression of elevation of the ST segment. 
The initial component of the QRS complex 
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may be iso-electric in one or more leads, 
thereby producing a source of error in the 
measurement of the QRS complex and the 
PR interval. Drinking ice water, eating 
food, cr smoking may produce alterations in 
the T waves of healthy individuals. Small 
deflections of the various complexes do not 
necessarily mean that disease is present. 

Alterations in the positions of the dia- 
phragm during the various phases of respira- 
tion may produce marked changes in the con- 
tour of lead III. extrasystoles are a very 
common finding in healthy people. I have 
seen robust young athletes with definite pro- 
longation of the auriculoventricular conduc- 
tion time. It is true that such individuals 
may carry a small scar in their conduction 
system as a result of previous infection, but 
is it fair to stigmatize them with a diagnosis 
of cardiac disease when no Clinical evidence 
of such disease exists? 

Undue emphasis on minor variations in 
the electrocardiogram is Booby Trap no. 4— 
and may well be the most dangerous one. 

Organic Disease 

The limits of space do not permit a de- 
tailed scrutiny of the electrocardiographic 
hazards encountered in the presence of or- 
ganic disease. Drug effect, pericarditis, pul- 
monary infarction, ventricular strain, car- 
diac hypertrophy, coronary sclerosis, myo- 
cardial ischemia, congenital abnormalities, 
scars in the heart muscle from any cause, 
and myocardial infarction may produce al- 
terations of striking similarity in the electro- 
cardiographic pattern. If more than one of 
these factors are present, they may produce 
a booby trap that only a superman could 
detect. 

Summary and Conclusions 

This brief and incomplete outline of some 
of the pitfalls entailed in electrocardio- 
graphic dagnosis is presented for only one 
purpose—to demonstrate that electrocardi- 
ography is far from being an arithmetically 
exact science, and to show the fruitlessness 
of trying to make a cardiac diagnosis from 
the electrocardiogram alone. 

The following suggestions are offered: 

1. Emphasis should be placed on the fact 
that the electrocardiogram is merely a tech- 
nical aid to diagnosis, and that an accurate 
opinion as to the significance of a tracing is 
frequently impossible without a full knowl- 
edge of the clinical aspects of a given case. 

2. Physicians should) be discouraged 
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from purchasing electrocardiographs until 
they have suflicient training to enable them 
to vouchsafe an authoritative opinion. 

3. Electrocardiograms should be taken by 
a physician skilled in their interpretation, 
rather than by a technician. 

4. Electrocardiograms should be obtained 
on healthy individuals whenever possible, in 
order that a tracing may be available as a 
baseline against the future. 

5, Minor abnormalities in the electrocardi- 
ographic pattern should not be overempha- 
sized. 

6. All physicians should be made to realize 
that the electrocardiogram is not a measure 
of the functional capacity of the heart—that 
the tracing may indicate extensive damage 
in a heart which is functionally competent, 
and that grave myocardial disease may leave 
no mark upon the graph. 


THE USE OF SULFONAMIDE AND 
ANTIBIOTIC DRUGS IN 


OTOLARYNGOLOGY 


MARVIN F. JONES, M.D. 
NEW YORK 


The actual facts regarding the sulfonamide 
and antibiotic drugs can be stated in a few 
minutes, but a discussion of opinions and 
theories could consume hours. The subject 
is changing so rapidly that any treatise is 
antiquated before it can be published. Vary- 
ing names are used by the different pharma- 
ceutical manufacturers which apply to the 
same drugs, so that a detail man is some- 
times better acquainted with the new names 
than a doctor. 

Sulfadiazine and penicillin are at present 
my sole weapons for attack. The use of these 
two drugs has saved me many sleepless 
nights. They have increased my enjoyment 
of living in a manner which I did not believe 
possible before their discovery. 

Streptomycin causes irritation of the kid- 
neys when given over long periods, and may 
cause vertigo, nausea, and vomiting. It seems 
to have a transient and sometimes perma- 
nent adverse effect on the labyrinth, both 
cochlear and vestibular divisions of the nerve 
being involved. Prolonged use causes eosino- 
philia. 

Aureomycin is a newer wonder drug. 
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The Dangers of Misuse and Abuse 

The usefulness of these miraculous drugs 
is being rapidly limited by their widespread 
use, through prescription and_ self-medica- 
tion, for minor ailments. People are rapidly 
becoming sensitized or are acquiring resist- 
ance to the drugs, with the result that the 
value of these drugs as life saving agents is 
being decreased. I have recently seen a child 
forced to go through an operation for acute 
mastoiditis, since no sulfonamide or antibi- 
otic drugs could be employed because of their 
former misuse. 

Too frequently, because of timidity on the 
part of the physician, sulfadiazine or peni- 
cillin is given in far less than effective 
doses. When these drugs are administered, 
they should be ordered in adequate doses, to 
be given at regular, frequent intervals. Chem- 
otherapy continued over indefinite periods 
in inadequate dosage does more harm than 
good. 

The abuse of these drugs has led to care- 
lessness in diagnosis and in surgical tech- 
nique, because a feeling of security has re- 
placed our normal and usual uneasiness and 
concern. It is not wise to prescribe these new 
drugs without first making a careful diag- 
nosis. The normal desire to avoid unneces- 
sary work has in some instances led to un- 
fortunate mistakes because of careless meth- 
ods in diagnosis. 

The surgeon who is operating in the field 
of head surgery has heretofore been most 
cautious about avoiding dural injury in the 
presence of infection. This new feeling of 
security could cause a surgeon to be a little 
less meticulous in his technique. An incom- 
petent surgeon is usually afraid to attempt 
procedures beyond his ability, but now he 
feels a little less restraint in attempting 
something he is not capable of handling. 

Both the sulfonamides and the antibiotics 
are masking drugs—that is, they may ob- 
scure the symptoms which warn of compli- 
cating diseases. The temperature, which usu- 
ally serves as an excellent guide to the prog- 
ress of an infection, is often rendered nearly 
normal by sulfonamides and _ penicillin. On 
the other hand, sensitivity to one of these 
drugs may cause an elevation of temperature 
which ceases when the drug is withdrawn. 

The symptoms of pain and tenderness are 
both valuable in estimating the progress of 
inflammatory disease. Sometimes chemother- 
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apy causes such symptoms to disappear be- 
fore the local process is cured. The more 
dramatic manifestations are apt to subside, 
leaving active a less dramatic but more dan- 
gerous process. Considerable bone destruc- 
tion is a common finding when an explora- 
tory type of surgery must be employed at a 
later date. It is most difficult to make a 
proper diagnosis or to recognize progression 
of disease in these patients whose symptoms 
are masked. 


Methods of Administration 


When sulfonamides or antibiotics are re- 
quired, they should be used in an “all out” 
attack on a threatening bacterial invasion. 
When they are administered “too little and 
too late,” the effect of the drug, as well as 
an opportunity, will be lost. Once started, 
the drug should be continued in undimin- 
ished doses for at least five days after the 
temperature has become normal. 

When one of the sulfonamide or antibiotic 
drugs has been started, its administration 
should be continued without interruption. 
These drugs are not as effective when the 
intensive treatment is discontinued and then 
resumed at a later date. Tapering off the dos- 
age has also been unsatisfactory in my 
hands. 

A shift from sulfadiazine to penicillin, or 
vice versa, has been effective when, because 
of no effects or ill effects, one drug or the 
other must be stopped. 

The most satisfactory method of admin- 
istering penicillin to cure any condition 
other than actual bacterial invasion of the 
cerebrospinal system is by intramuscular in- 
jection. Forty thousand units given intra- 
muscularly every four hours is my customary 
prophylactic or therapeutic dose. One hun- 
dred thousand units can be given with com- 
parative safety. 

Aerosol penicillin has received notoriety 
recently and, as in other instances of new 
methods, the first reports have been too 
enthusiastic. This enthusiasm, combined with 
the sales pressure of drug concerns and in- 
strument makers, has again made accurate 
evaluation most difficult. Experimental work 
in my clinic at the Manhattan Eve, Ear, and 
Throat Hospital and in my private office has 
about convinced me that the symptom which 
is most susceptible to penicillin mist is per- 
sistent cough. 
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The oral administration of penicillin has 
fallen into disuse, as it seems to produce a 
higher incidence of reactions than does in- 
tramuscular administration. Gordon re- 
ported 3 sensitivity reactions among 25 pa- 
tients to whom he gave penicillin orally. This 
is a higher incidence of sensitivity than I 
have noted with intramuscular administra- 
tion. 

The worst reaction I have seen was in a 
patient on whom I did a fenestration opera- 
tion. She received the usual dosage of peni- 
cillin as a preoperative precaution and post- 
operative insurance. Later she developed an 
itching rash which formed blebs, with pro- 
fuse secretion. The dermatologist ordered 
some sulfonamide drug, and later penicillin. 
‘the rash increased and spread. She was a 
miserable creature until she changed derma- 
tologists, and a gentleman of the old school 
stopped all “highfalutin” medication and ap- 
plied some local treatment. She improved 
slowly, and was hospitalized for several 
weeks. 

Penicillin troches work beautifully on acute 
pharyngitis. They relieve the pain and have 
some curative action. However, the mouth 
must be closely watched for signs of local 
reaction. A 5000 unit troche seems innocuous, 
but the most recent patient for whom I or- 
dered troches soaked up twenty-five in his 
few waking hours, and developed stomatitis. 

The local use of penicillin in the ears or 
sinuses has not proved convincingly benefi- 
cial. 

Fields of 

In reviewing my experiences with both the 
sulfonamides and the antibiotics, I am im- 
pressed with a singular fact. Many diseases 
are self-limited and take a certain time to 
run their course, regardless of what is used. 
Most chronic cases are not benefited by 
either sulfonamides or antibiotics. The field 
of greatest usefulness for the new drugs is 
in combatting the serious complications 
which we encounter in otolaryngologic prac- 
tice. 

In acute ear disease, we have had excel- 
lent results with penicillin. It is almost too 
good in the patient with early acute otitis. 
Because of the frequent prompt and favor- 
able responses I have seen, I cannot entirely 
condemn its early use in this condition. On 
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the other hand, patients who have been given 
this drug in the early stages often develop 
resistance or hypersensitivity to the drug, 
so that it becomes of no value at a time when 
it is almost the sole hope as a life saving 
remedy. 

Perhaps the greatest value of penicillin is 
in conjunction with major surgery. It has 
become my routine practice to begin the ad- 
ministration of penicillin either on the day 
of operation or the day before. The advantage 
of beginning therapy the day before the op- 
eration is to determine whether there is any 
sensitivity on the part of the patient. This 
treatment is continued for at least five days 
postoperatively. If there is any reason to be- 
lieve that a patient has a beginning upper 
respiratory infection, I give penicillin pre- 
operatively. For all my patients who are to 
have the fenestration operation, penicillin is 
begun the day before operation. 

Penicillin does not readily enter the cere- 
brospinal fluid, and therefore is less satisfac- 
tory than sulfadiazine in the treatment of any 
infection which has passed the dural wall. 
For this reason, patients who have major 
operations to cure virulent infections receive 
a combination of penicillin and sulfadiazine. 
While this combination resembles shotgun 
therapy, I believe it is logical, and the results 
have made it justifiable. 


Summary 


1. Sulfonamide and antibiotic drugs should 
not be used indiscriminately for minor ail- 
ments, nor should they be allowed to cause 
‘arelessness in diagnosis or in surgical tech- 
nique. 

2. These drugs should be used only when 
they are really needed, and should be admin- 
istered in full doses for at least five days 
after the temperature returns to normal. The 
best method for the administration of peni- 
cillin is by intramuscular injection. 

3. The greatest usefulness of these drugs 
is in combatting serious complications en- 
countered in otolaryngologic practice, and in 
conjunction with major surgery. If they are 
used too frequently for minor illnesses, they 
may not be of value when they are needed 
to save a life. 
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CONGENITAL HEART DISEASE 
With Report of a Case of Adult Coarctation 
of the Aorta 


kK. D. WEEKS, M.D. 
Rocky MOUNT 


Only a few years ago congenital heart dis- 
case presented a hopeless problem. The diag- 
noses at best were of a general nature, and 
no specific treatment could be offered the 
unfortunate victims of these malformations. 
Once the diagnosis was established, the sub- 
ject was closed. The picture now is consider- 
ably different from what it was less than five 
years ago. 

Recent Advances 

Newer concepts and greater knowledge of 
the physiology and dynamics of human cir- 
culation have made it possible to single out 
the different types of defects with accuracy, 
and thereby to offer a more intelligent prog- 
nosis and a more rational approach to spe- 
cific methods of treatment. Added to our 
usual methods of diagnosis—history, physi- 
ca! examination, fluoroscopy, roentgenogra- 
phy, and electrocardiography— the more re- 
cent diagnostic methods such as catheteriza- 
tion of the heart, measurement of pulmonary 
blood flow, oximetry, and exercise tests have 
greatly decreased the element of doubt as to 
the anatomy and physiology in these cases'"’. 
Experience has taught the surgeon, however, 
that these newer techniques are not infallible, 
and too often he finds at operation both ma- 
jor and minor anomalies that were not even 
suspected clinically in spite of thorough diag- 
nostic study. 

Comparable advances in the techniques of 
thoracic surgery have made the entire thorax 
and its contents amenable to surgical attack. 
Foreign bodies have been removed from the 
heart chambers and great vessels success- 
fully. Wounds of the heart have been success- 
fully repaired on many occasions. Successful 
operations for the relief of constrictive peri- 
carditis are no longer uncommon. 

These newer developments in diagnosis 
and surgery have in recent years been ap- 
plied with increasing success to congenital 
malformations of the heart and great ves- 
sels, and the rate of progress suggests even 
greater promise for the future. 
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In 1939 a surgical treatment for patent 
ductus was developed and performed success- 
fully upon a human patient by Gross and 
Hubbard of Boston’. In 1945, Blalock and 
Taussig of Johns Hopkins announced an op- 
erative technique for the relief of pulmonary 
stenosis and atresia’. During the same year, 
Crafoord and Nylin published reports of the 
successful surgical treatment of coarctation 
of the aorta’. Thus, in only a few years three 
of the most common congenital defects of the 
cardiovascular system have become amenable 
to surgical approach. Still other forms of 
congenital heart disease are now being at- 
tacked surgically. Already great progress has 
been made in relieving symptoms of tracheal 
and esophageal malfunction resulting from 
“vascular rings” related to anomalies of the 
aortic arches’. Within the past few months 
a technique for the repair of septal defects 
has been announced and has been applied to 
human subjects. 


The Importance of Recognizing Congenital 
Defects 

It is true that congenital defects of the 
heart and great vessels are relatively uncom- 
mon, comprising less than 2 per cent of the 
total number of cases of organic heart dis- 
ease seen after infancy. Since some of these 
cases can be helped so much by surgery, how- 
ever, it is important that all physicians en- 
gaged in the diagnosis and treatment of heart 
disease become better acquainted with this 
ivpe of heart disease, and more on the alert 
for it. 

These defects are encountered clinically in 
the following order of frequency: 

1. Septal defects (auricular and ventri- 

cular). 
2. Patent ductus arteriosus. 
3. Tetralogy of Fallot (and 
thereof). 

4. Coarctation of the aorta. 

From the standpoint of diagnosis, patent 
ductus and coarctation of the aorta (adult 
type) assume top importance because they 
are most amenable to surgery. Victims of 


variations 


2. Gross, R, KE. and Hubbard, J. P.: Surgical Ligation of a 
Patent Ductus Arteriosus; Report of First Successful Case. 


J.A.M.A, 112:729-7381 (Feb. 25) 1939. 
3. Blalock, A. and Taussig, H. B.: The Surgical Treatment 
of Malformations of the Heart, J.A.M.A, 


(May 19) 1945. 
Crafoord, and Nylin, G.: 
Norta and Its Surgical Treatment, J. 
S47 361 (Oet.) 1985. 
Edwards. J. Vascular Rings Related to Anomalies of 
the Aortic Arches, Mod, Concepts Cardiovascular Dis. v. 
17, no. Ss (Aug.) 1948, 


Congenital Coarctation of the 
Thoracic Surg. 14: 


July, 1949 


these anomalies may remain clinically asymp- 
tomatic for many years, and their condition 
may be either misdiagnosed or overlooked en- 
tirely until a complication arises. Because of 
the obvious cyanosis and early fatal outcome 
in untreated cases, the tetralogy of Fallot and 
related variations are almost always recog- 
nized early in life as instances of congenital 
heart disease, whether or not they are com- 
pletely and correctly diagnosed. 

Before the advent of surgical treatment, 
the mean age at death of patients with patent 
ductus was 24 years; in adult coarctation 
of the aorta, it was 33 vears; and in the te- 
tralogy of Fallot, 12 years. Now, by timely 
and wise selection of cases for surgical treat- 
ment, victims of patent ductus and coarcta- 
tion of the aorta can look forward to normal 
and unrestricted life spans. By comparison, 
the surgical treatment of the tetralogy of 
Fallot is more or less a palliative measure, 
but nevertheless it offers gratifying relief 
from distressing symptoms and_ increases 
longevity in many cases. 

Diagnosis 

Modern advances in diagnostic technique, 
such as venous catheterization and roentgen 
examination with opaque intravascular dyes, 
have added much to our knowledge of the 
anatomy and physiology of certain congenital 
heart anomalies and have proved invaluable 
in selecting cases for surgery. These tech- 
niques are not readily available to all, how- 
ever, and our most reliable and adequate 
methods of diagnosis are still the history, 
physical examination, roentgenography and 
fluoroscopy, and electrocardiography, all of 
which are within the reach of almost every 
physician. 

The diagnosis of those congenital anoma- 
lies which are amenable to surgical correction 
depends on the following criteria: 

1. Patent ductus arteriosus 

A. A loud, continuous, to-and-fro, ma- 
chinery-like murmur heard best over 
the second left intercostal space. 
This may vary in intensity. 

A palpable thrill in the same area. 
Fluoroscopic evidence of an enlarged 
pulmonary artery and pulsating pul- 
monary vessels. 
Peripheral vascular 
creased pulse pressure, 
Enlargement of the heart. 


signs of in- 
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Fig. 1. Coaretation of the aorta. Note the distinet 


notching of the inferior borders of the ribs, which 
is pathognomonic of the anomaly. 


2. Coarctation of the aorta (adult type) 

A. Lower blood pressure in the leg than 
in the arm. 
Absent or markedly decreased pulsa- 
tions of the abdominal aorta and dis- 
tal arteries. 
Evidence of compensatory collateral 
circulation between the upper and 
lower parts of the body—over the 
thorax, over the clavicular areas, 
and particularly in the scapular and 
interscapular areas of the upper 
part of the back. 

. Thrills bruit 
areas. 
systolic cardiac murmur, often 
heard best posteriorly alony the left 
border of the midthoracic portion of 
the spinal column. 
Roentgenographic findings: noteh- 
ing of the inferior borders of the 
ribs and absence of the aortic knob 
shadow. 
3. Tetralogy of Fallot 

A. Cyanosis, variable in onset and de- 
gree. 

B. Systolic cardiac murmur. 

C. Clubbing and polycythemia. 


and over the same 
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D. Roentgenographic findings: boot- 
shaped heart, absence of hilar pul- 
sations, and dextra position of the 
aorta. 

Right axis deviation by the electro- 
cardiogram. 
Surgical Treatment 
Patent ductus 

In spite of the dramatic results that have 
been achieved by surgical closure of patent 
ductus, there is still difference of opinion 
concerning the selection of cases for this pro- 
cedure. One school of thought recommends 
surgical closure in all children, once the pres- 
ence of the shunt has been established. An- 
other recommends surgical closure only in 
older patients with evidence of cardiac strain, 
but both agree on closure in all patients who 
have infected ducts. Section of the duct, when 
this is possible, has been found preferable to 
ligation. 

The mortality rate from surgical closure 
of uninfected ducts is less than 1 per cent. 
This method of treatment offers permanent 
cure for the great majority of selected cases, 
whereas most untreated patients succumb 
prematurely to cardiac failure, subacute en- 
darteritis, or rupture of the pulmonary ar- 
tery. 

Adult coarctation of the aorta 

Adult coarctation of the aorta is compati- 
ble with long life, but the average life ex- 
pectancy is only 34 years. Complications of 
this congenital malformation which make 
the prognosis poor in the untreated case are 
cardiac decompensation, rupture of the 
aorta, subacute endarteritis, intracranial 
hemorrhage, renal failure, and other sequelae 
of chronic hypertension. The surgical tech- 
nique is excision of the narrowed segment, 
with reapproximation of the remaining ends. 
Experience to date indicates that the optimal 
age for operation lies between 6 and 20 vears. 
Tetralogy of Fallot 

The surgical treatment of the tetralogy 
of Fallot and its related variations is di- 
rected toward improving the deficient pul- 
monary circulation which is caused by pul- 
monary stenosis or atresia. This aim is 
achieved by establishing an artificial patent 
ductus. The Blalock-Taussig operation ac- 
complishes this by an anastomosis of one of 
the systemic arteries—the subclavian, caro- 
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Fig. 2. Electrocardiogram showing signs of left 
ventricular strain secondary to the coarctation. 


tid, or innominate—with the pulmonary ar- 
tery. The optimal age for operation has been 
found by experience to lie between the third 
and tenth years. 

The results have been gratifying, but not 
as dramatic as in patent ductus and coarcta- 
tion of the aorta. However, it is too early 
to evaluate the final results of this procedure, 
especially in view of the fact that the first 
operation of this sort was performed only 
three years ago. 

Case Report 

A 34 year old white man was referred to me in 
July, 1947, for an evaluation of his hypertension. 
The elevated blood pressure had been discovered in 
1939, during a routine insurance examination. His 
pressure had remained elevated since that time, but 
at no time did he have any symptoms which he 
associated with hypertension. A review of systems 
was entirely negative, and his past history revealed 
that he had led a normal life and had never been 
handicapped physically. He was still able to indulge 
in vigorous exercise without ill effect. 

Physical examination revealed a well developed 
and unusually robust-appearing young white man. 
He was 6 feet tall and weighed 183 pounds. The blood 
pressure was 200 systolic, 84 diastolic in the right 
arm, 210 systolic, 90 diastolic in the left. The eye- 
grounds showed increased silvering and tortuosity 
of the retinal arteries, but no exudates, hemor- 
rhages, or retinitis. Forceful pulsations were visible 
and palpable in the supra- and infra-clavicular 
spuces. Exa‘nination of the heart revealed no en- 
larvement, shocks, or palpable thrills; the rate and 
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rhythm were normal; a soft, low-pitched, poorly 
transmitted systolie murmur was heard best in the 
third and fourth interspaces just left of the sternum; 
posteriorly, a systolic murmur was distinctly heard 
between the thoracic spine and the medial border of 
the left scapula, and for a short distance downward; 
pulsations in the abdominal aorta and femoral 
artery were quite weak, and in the posterior tibial 
and dorsalis pedis arteries were not felt at all. The 
blood pressure in the right leg was 140 systolic, 100 
diastolic, and in the left leg 130 systolic, 110 
diastolic. 

Routine blood and urine studies were normal. Kid- 
ney function was not impaired. Fluoroscopy of the 
chest showed decreased prominence of the aortic 
knob, but a normal heart contour. A chest film (fig. 
1) showed marked notching of the inferior borders 
of the ribs, and an electrocardiogram (fig. 2) 
showed signs of left ventricular strain. 

A diagnosis of coarctation of the aorta and hyper- 
tensive cardiovascular disease was made. Surgical 
consultation was obtained, but in view of the tech- 
nical difficulties so commonly found in this age 
vroup operation was not thought advisable. This 
case is an object lesson in the value of early diag- 
nosis. 

Summary 
tecent advances in methods of diagnosis 
and in thoracic surgery have offered new 
hope to patients with congenital heart dis- 
ease. Surgical treatment offers permanent 
cure for two of the most common forms, and 
amelioration of symptoms in a third type. 

A case of adult coarctation of the aorta 

has been reported. 


PRIMARY SPONTANEOUS 
PNEUMOHEMOTHORAX 
With the Report of a Case 

F. L. KNIGHT, M.D., F.A.C.S. 


and 
A. M. OELRICH, M.D. 


SANFORD 


Though recent medical literature contains 
many reports of cases of spontaneous pneu- 
mothorax, spontaneous pneumohemothorax 
is a relatively rare condition. 


Report of a Case 


A 16 year old white girl was seen at 8 p.m. 
in moderately severe shock. Twelve hours earlier, 
while knocking down a spool in a textile mill, she 
had felt a sudden, sharp pain in the lateral region 
of her left diaphragm and also some discomfort 
around the left shoulder. No shortness of breath 
was noticed at this time, but some abdominal pain 
was present, especially in the epigastrium. She had 
some nausea but no vomiting. About six hours later 
she noticed some shortness of breath and general- 
ized weakness. Nausea continued and was accom- 
panied by vomiting and increasing generalized ab- 
dominal pain, 

The patient had been well prior to the present 
illness. Her menses had been regular, and her last 
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menstrual period had occurred two weeks previously. 

Physical examination showed a listless, uncooper- 
ative young woman with a very definite pallor and 
cyanosis. The pertinent findings were distant breath 
sounds in the upper left part of the chest, and ab- 
sence of breath sounds in the lower left portion of 
the chest laterally. The heart and trachea were 
shifted slightly to the right. The abdomen was 
extremely tender and rigid, and rebound tenderness 
was prominent. Pelvic examination was not done 
because of an intact hymen. Rectal examination 
revealed marked tenderness in the left lower quad- 
rant, but no masses could be identified. 

The systolic blood pressure was 65; the diastolic 
pressure could not be obtained. The pulse was 130, 
the temperature 97 F. 

The following morning urinalysis was negative. 
A blood count showed 3,210,000 red cells, a hemo- 
globin of 48 per cent, and 16,200 white cells, with 
a normal differential count. The abdomen remained 
rigid and tender. There was definite displacement 
of the mediastinum to the right, with increased res- 
onance in the upper portion of the chest; the lower 
half revealed dullness to percussien which shifted 
with change of position. Breath sounds were absent 
throughout the entire left side of the chest. A roent- 
genogram (fig. 1) showed a complete collapse of 
the left lung and a large hydrothorax. 

The patient was treated with intravenous fluids 
and blood, intranasal oxygen, and penicillin. The 
cyanosis and shock improved slowly, and on the 
second hospital day practically all of the abdominal 
rigidity and tenderness had disappeared. The tem- 
perature was 103 F. and the pulse 150. A thoracen- 
tesis was done and about 500 ec. of blood withdrawn. 
This was reinfused into the patient’s veins. This 
fluid had a hemoglobin content of 42 per cent. The 
thoracentesis relieved to some extent the displace- 
ment of the mediastinum and the shortness of 
breath. Two more thoracenteses on the second and 
third hospital days yielded 500 and 400 ce. of blood 
respectively. These amounts were also given back 
to the patient intravenously. 

After the fourth hospital day the patient’s tem- 
perature and pulse returned to normal. A roentgeno- 
gram (fig. 2) revealed no fluid in the chest; re-ex- 
pansion of the lung was about half complete. On 
discharge ten days later the left lung was almost 
completely expanded except for a small margin in 
the left apex (fig. 3). A very small quantity of fluid 
was present in the left diaphragmatic angle. The 
patient’s hemoglobin was 75 per cent, the red cell 
count 4,690,000. Her general condition was good. 

One month after her illness roentgen examination 
showed complete expansion of the lung and no evi- 
dence of pulmonary disease. 

Etiology of Spontaneous Pneumothoraxr 

Cases of spontaneous pneumothorax are 
usually divided into two large groups: (1) 
those due to demonstrable organic disease of 
the lungs, pleura or adjacent organs, or to 
external chest injury; and (2) primary or 
idiopathic spontaneous pneumothorax, in 
which no cause for the condition can be as- 
certained by any diagnostic methods avail- 
able. 

Many theories concerning the etiology of 
the idiopathic type of pneumothorax have 
been advanced, Among the possible explana- 
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Vig. 1. Left hemopneumothorax. Fig. 2. 


tions are: (1) rupture of an emphysematous 
bleb or vesicle; (2) rupture of pleural ad- 
hesions; (3) rupture of a tuberculous pro- 
cess which is too small to be demonstrated 
by the usual diagnostic procedures. 

The most commonly accepted explanation 
is the first. An emphysematous bleb results 
from the rupture of elastic fibers in the sub- 
pleural alveoli into the alveolar laver of the 
pleura. The frequent occurrence of this con- 
dition in young, robust men is probably ex- 
plained by the fact that strenuous exertion 
forces an increased amount of air into the 
upper lobes. These blebs may occur in lungs 
which otherwise are free from disease, or in 
small subpleural scars resulting from pre- 
vious infections. It is conceivable that the 
amount of pneumothorax is comparable to 
the size of the emphysematous bleb and the 
elasticity of the adjacent lung tissue, which 
plays the major role in closing the pleural 
opening. 


A review of the literature shows that spon- 
taneous pneumothorax occurs most frequent- 
ly between the ages of 15 and 45 years, with 
about 50 per cent of the patients being in 
the third decade. Occupational stresses and 
strains play little or no part in producing 
spontaneous pneumothorax, although some 
cases do follow external trauma or unusual 
physical effort. 

Symptoms and Signs 

The onset is usually quite sudden. The 
first svmptoms experienced are shortness of 
breath, which varies according to the amount 
of col'apse and may approach suffocation ; 


Partial re-expansion of 
the lung after aspiration of 1400 
ce, of blood. 
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Fig. 3. Two weeks after the 
onset, re-expansion is almost 
complete. 


pain in the chest, which is sometimes very 
severe and radiating in character; a feeling 
of constriction in the chest; a nonproductive 
cough; and frequently a variable degree of 
cyanosis. In some cases, as in the case re- 
ported, the chief complaint is that of epi- 
gastric pain or generalized abdominal pain. 


The physical findings vary greatly. If the 
patient is seen at the moment of the at- 
tack, shock is a rather prominent factor; 
respirations are increased, and the pulse is 
rapid. Varying degrees of cyanosis will be 
present but it is characteristically a rather 
pale ecvanosis. A few hours after the attack, 
if the patient is kept at rest, dyspnea be- 
comes less severe. Examination at this stage 
reveals varied findings, depending on the 
amount of pneumothorax. In a small pneu- 
mothorax findings may be minimal, and the 
condition may be overlooked on roentgeno- 
grams taken in deep inspiration. On aus- 
cultation the breath sounds over the unin- 
volved lung fields are diminished or absent. 
Percussion shows hyper-resonance. The me- 
diastinum may be slightly or greatly dis- 
placed. If pleural effusion is present, shift- 
ing dullness can be noted in the base. In 
some few cases, such as the one reported, the 
complaints and findings are primarily re- 
lated to the abdomen rather than to the 
respiratory system. 

Treatment 

It is advisable that the patient be hospital- 
ized at once. Absolute bed rest is imperative 
if fever or dyspnea is present. In the un- 
complicated cases, one to three weeks of bed 
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rest often results in complete re-expansion of 
the lung. 'Phis should be followed by a period 
of light physical activity. Re-expansion 
should be checked from time to time by roent- 
genoscopic examination. The possibility of 
any underlying pathology must be ruled out. 
Sputum examinations and tuberculin tests 
should be done routinely. 


Occasionally aspirations of small amounts 
of air (200-400 ec.) at short intervals will 
hasten re-expansion. However, this proced- 
ure must be undertaken cautiously because 
of the danger of enlarging or reopening the 
pleuropulmonary opening. In cases of pneu- 
mohemothorax, aspiration of the blood from 
the pleural cavity should be done early. Re- 
peated small aspirations or a single large 
aspiration may be done. In uninfected cases 
this aspirated blood can be given back to the 
patient intravenously, thus helping to combat 
the anemia. 

The recurrent 


treatment of idiopathic 


pneumothorax, which causes repeated pe- 
riods of disability, presents a more difficult 
problem. The induction of a chemical pleu- 


ritis has been reported as being successful 
in a number of cases''’*. The irritants com- 
monly employed are hypertonic glucose (30- 
67.5 per cent), hypertonic saline (0.5-1.0 per 
cent), silver nitrate, lipiodol, or Gamisol in 
mineral oil. The chemical instillations are 
usually painful, and are often followed by se- 
vere transient constitutional symptoms and 
pleural effusion. The results are rather un- 
predictable. A very few cases have been re- 
ported in which surgica! intervention was 
successful. 


Only one case of recurrent pneumohemo- 
thorax has been reported in this country’. 
It is believed that pleural adhesions resulting 
from the presence of blood in the pleural 
space make further collapse unlikely. 


Summary 


A case of spontaneous pneumohemothorax 
in a 16 year old white girl is presented. 

The etiology, pathogenesis, symptoms, and 
treatment of pneumothorax are discussed. 
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THUMBNAIL SKETCHES 
OF EMINENT PHYSICIANS 


SIR WILLIAM OSLER 
Mrs. J. C. TRENT, Editor 
DURHAM 
V 
OSLER AT OXFORD 


I had known Osler, it seems to me, half 
a lifetime, when early in 1914 came wel- 
come news: I was to be one of his Univer- 
sity colleagues at Oxford. He had for all 
of us an attraction difficult to express ade- 
quately. In the wide circle of his friends 
he showed a warmth of manner and intimacy 
of address nothing less than fraternal. 1 
had once watched this magic at play in 
America. There had been summoned a large 
medical meeting, and I was on the point of 
getting away before it commenced, when a 
number of those who would attend it began 
to arrive. Osler also had begun to get away; 
but they caught him before he could do so. 
He could not advance a step. Greetings, 
handshakings, intimate messages surged 
upon him from all sides. The gathering re- 
sembled that of a family about its head—a 
family scores in number, drawn by affection. 
His reaction to it seemed to be to reciprocate 
and take it as a matter of course. 

In those few years when I overlapped with 
him in Oxford, he had not iong been there. 
He was young for his years—a lithe, alert, 
erect figure, with few grey hairs, and a dark, 
close-trimmed moustache on a quick, mobile 
face of somewhat olive tint. His role by then 
as teacher of medicine had become rather to 
maintain a reputation than to extend it. If I 
mistake not, the invitation to occupy the Re- 
gius Chair at Oxford was an event with un- 
qualified appeal to Osler. Not only was he 
free to make his official duties practically 
what he liked, but a fringe of ceremonial at- 
tached to them which was wholly to his lik- 
ing, even in what might appear, to some, irk- 
some detail. The frequent statutory obliga- 
tion of cap and gown, the odd bits of official 

Editor's Note: We are highly pleased to receive 
this manuscript from Sir Charles Scott Sherrington 
and are grateful to Sir Geoffrey Jefferson of Man- 
chester for his help in securing this delightful por- 
trait of Osler by the foremost physiologist of our 
time. 
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Latin, the benefaction of fruit and wine for 
the doctorate of Encaenia forenoon — such 
features were for him colourful adjuncts to 
academic state. It was grateful to him to be 
attached to Christchurch as a “Student,” to 
dine in its Hall under the portraits of some 
who had made British history in past gen- 
erations, and to hear there the grace given 
in a classical tongue. 

The University, oddly enough, had only 
very recently come by a “Faculty of Medi- 
cine”; the just-ended Commission had insti- 
tuted it, and the Regius presided ex officio 
at its meetings. Osler did this admirably. 
The nearest to contentious business was the 
matter of medical degrees for women, but 
the Commission had left little room for de- 
bate even there, and Osler was always friend- 
ly to the women’s cause. He may have dis- 
tributed doctorate theses for appraisal, but 
I cannot remember that he judged any of 
them himself. To clinical teaching his chief 
contribution was that on Sunday forenoon in 
Term he took a small class in the wards of 
the Radcliffe Infirmary; the class was never 
large because the student audiences were all 
told too few. The cases he chose were com- 
mon or “garden” types of everyday sickness, 
chiefly of lungs and heart. 

As an extenuating background to this 
sketchiness of his professional duties was the 
fact that his immediate predecessor in the 
Chair had given no teaching at all, and was 
not a clinician in any serious sense. It was 
understood that the University for the most 
part did not desire an active teacher of medi- 
cine; certainly it was averse to a local hos- 
pital school. For one thing, an antivivisection 
movement was very vocal against any intru- 
sion of that kind of experiment. Consistent 
with this general background was the fact 
that the original Tudor benefaction of the 
Regius Chair had never through the cen- 
turies been augmented, and had become rela- 
tively very meagre, nor was there any pro- 
posal to augment it; to this state of affairs at 
times Osler, although the most generous of 
men, alluded with annoyance. 

But a call upon him which he most liber- 
ally and unfailingly answered was the self- 
imposed task of personally conducting: visi- 
tors, almost without exception physicians 
from Canada or the United States, over Ox- 
ford. He would meet them on their arrival, 
and their visit would include a Junch at his 
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house for up to a dozen in number. Lady 
Osler would often know but roughly how 
many to expect. She was, however, always a 
stately hostess of unruffled geniality. Osler 
himself would be the life and soul of the im- 
promptu gathering; he seemed to know his 
visitors for the most part by their first names 
—Ned, Tom, or whatever else it might be. 
His sense of humour bubbled all the time. 
The hostess herself listened indulgently. She 
had been, when he married her, the widow of 
a distinguished American medical man, 
Gross. A story ran—such stories are never 
true—that Osler had, on an occasion, per- 
mitted himself the domestic jest of address- 
ing her as ‘Mrs. Grossler.” Needless to say, 
he did not do so twice. 

The old-time Tudor benefaction which 
then still provided the sole stipend of the 
Regius Chair, had another benefaction at- 
tached to it which provided for an alms- 
house some ten miles out of Oxford. It was 
a delightful Tudor building nestling near 
the church and rectory of a pretty village, 
Ewelme, still unspoilt by vandalism. The lit- 
tle place itself was prosperous partly by rea- 
son of many watercress beds in running 
water which were cultivated for the London 
market. The renaissance almshouses made a 
low-eaved, right-angled set of undetached 
quarters for the married and unmarried pen- 
sioners of the benefaction; their rooms faced 
into a cloister enclosing an old-world gar- 
den. 

The Regius Professor, as official Master, 
had a couple of rooms and certain duties as 
Visitor. Osler delighted in this appendage 
to his Chair. My wife and I went there with 
him more than once. Everything was in good 
repair, and spotless. In the lower of his own 
pair of rooms he noticed an oaken chest 
tucked away in a corner. We pulled it away 
from the wall. It had one of those antique 
locks involving more than one keyhole. ‘Who 
has the keys?” asked Osler. The reply forth- 
coming was that “They would be at the Rec- 
tory’; Osler sent there for them. Answer 
came back that the Rector was away. A sec- 
ond messenger was sent, but returned with 
the reply that the housekeeper knew noth- 
ing of the keys. Osler grew a little restive; 
he said “I am Master; I shall have it un- 
locked at once.” He wired to a well-known 
London locksmith to send an expert. Mean- 
while we went for lunch to the village inn 
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and waited. Marly inthe afternoon the expert 
arrived. He inspected the chest, then drew 
from his handbag a small mallet, gave a 
number of smart side taps to the top of the 
box, and easily lifted the lid. ‘The chest has 
not been locked these many years,” he said. 
Dear Osler gazed enraptured at its contents: 
scrolls and deeds on vellum in profusion with 
seals attached, each in its little case—no 
sign of damp or other damage. Osler went 
home triumphant. “More aged than Amer- 
ica,” he said. The sheer somnolence of our 
Old World had a fascination for his Ca- 
nadian heart. 

He had, as we all know, amassed through 
the vears a choice collection of printed books. 
He latterly spent many spare hours in cata- 
loguing them. His catalogue—unfinished at 
his death—was completed by Dr. William 
Francis and published in folio at the charge 
of Lady Osler. The books themselves were 
bequeathed to his old alma mater, the Uni- 
versity of McGill. They are there, fitly hon- 
oured and specially housed, under charge of 
their own special librarian—Dr. Francis. 

Osler never kept his bookcases locked, even 
though he was not unaware of the weak- 
nesses of book-collectors. He told me the fol- 
lowing incident from his own experience. 
Leaving his house one morning for an early 
train, he noticed on the hall table a postal 
packet from abroad which he was expecting, 
from a French bookseller. Pressed for time 
he left it there unopened, to take his train. 
On returning, he went to open his parcel, 
but it was nowhere to be found. No one could 
find it. He enquired if there had been callers; 
among callers had been an elderly acquaint- 
ance, a rival book-collector. thought 
crossed his mind, but he dismissed it. More 
than four years later his elderly competitor 
died, and then to Osler’s surprise the missing 
book was returned to him as a testamentary 
bequest. ‘Who can say,” added Osler, “that 
book-collectors have no conscience!” 

To that anecdote I would append a harm- 
less addendum. There is at McGill in the Os- 
ler Library a small sixteenth century herbal 
full of woodcuts which I certainly thought a 
possession of my own. Osler borrowed it, 
and presently said, “Thank you: a very good 
little copy.” 

One noteworthy item of Osler’s collection 
was a remarkable assembly of editions of the 
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Religio Medici; the book’s quaint, exotic Eng- 
lish attracted him. 

The Oslers had happy years at Oxford. 
Revere, their only child, was at school then. 
But domestic affliction was in store for 
them. In 1914 the war which for some years 
had threatened, broke out. Germany in 
August attacked and overran Belgium, with 
intent to capture Paris. We were involved 
at once. Revere soon became of age for 
service. He was just entered for Christ- 
church. His father’s anxiety was extreme. 
Ile employed Revere for a time in quasi- 
medical work, which might safeguard him. 
Revere was Canadian, but Canada had 
declared war along with ourselves. The stern 
exigency of the national situation was ob- 
vious. Revere, after military training, was 
sent abroad on service. Almost immediately 
tragedy happened; a desultory shell at long 
range was the end. 

Osler was never the same again. In my lab- 
oratory, to which he would still bring visitors, 
it was said that his very step had altered. 
In the winter of 1919 he returned from a 
long “motor” drive, during which he had 
felt very cold. He went to bed, and pulmonary 
inflammation developed. He lingered for 
some weeks; he did not recover. At his me- 
morial service, the Cathedral was filled to 
overflowing. He bequeathed his commodious 
house to be a residence for the Regius Pro- 
fessor. 

Of Osler’s distinction as a clinician I can- 
not presume to speak; but he was one to 
whom the physician’s calling was sacrosanct, 
and his devotion to it matched that concep- 
tion. 

SIR CHARLES SCOTT SHERRINGTON 
Eastbourne, England 


Sducation of the public.—Improvement the 
quantity and quality of education of the public in 
matters of health is probably the most significant 
task facing those concerned with wholesale or en 
masse preventive medicine. An unenlightened popu- 
lation cannot be healthy. Distribution of the knowl- 
edge concerning wise ways of living and of the under- 
standing of the machine which is the human organ- 
ism has not kept pace with the increase of knowl- 
edge. It is truly pathetic how few people have the 
slightest idea of how their body is put together, how 
it works, and what its capacities are. We would not, 
under any circumstances, permit an individual to 
take the controls of an airplane without previous 
sound schooling in both the mechanics and the art 
of flying. Yet our youngsters are permitted to “take 
off” into life with almost no comprehension of the 
simplest fundamentals of biology.—Edward J. Stieg- 
litz: A Future for Preventive Medicine, New York, 
The Commonwealth Fund, 1945, p. 49. 
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THE CANADIAN MEDICAL 
ASSOCIATION 


This year the editor of the NoRTH CARo- 
LINA MEDICAL JOURNAL was asked to speak 
at the eightieth annual meeting of the 
Canadian Medical Association, and, together 
with Dr. James F. Alison of Selma, Alabama, 
to represent the American Medical Associa- 
tion in Canada. Hence a report of this meet- 
ing will have to take the place of the usual 
editorial on the A.M.A.’s annual session. 

The Canadian Medical Association met in 
Saskatoon, Saskatchewan, June 13 to 17. 
Saskatoon, although its population is not 
more than 50,000, is unusually well supplied 
with hotels, and has a well earned reputation 
as a convention city. A visitor could not fail 
to be impressed by the genuine hospitality 
of the citizens of Saskatoon, lavmen as well 
as doctors. There was much the same atmos- 
phere that prevails in the midwestern part 
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of the United States. Saskatoon citizens in 
automobiles were alert for visiting doctors 
who were looking for transportation, and if 
time permitted would volunteer to take the 
visitors for a tour of the city. The long days 
—at 10 p.m. it was still twilight—oltered 
ample time for sight-seeing. 

Another agreeable impression was the ex- 
cellent diction of most of the Canadians. 
There was no trace of the clipped British 
accent which is so hard for an American to 
understand, and no French words or even 
French accents were heard. 

Frequent reminders of Canada’s allegiance 
to Britain were encountered. At the top of 
the first page of the printed program, pre- 
ceding the list of officers of the Association, 
was the brief announcement: 

Patron 
His Majesty King George VI. 
At the beginning of every meal a toast was 
drunk—in water—to the King, and at the 
end “God Save the King”’ was sung. 

The program of the Canadian Medical As- 
sociation was arranged much like that of 
our own State Society. General Sessions were 
held every morning, and section meetings in 
the afternoons. On Thursday afternoon the 
newly created Section on General Practice 
held its first meeting. A Canadian Academy 
of General Practice was organized during 
the course of the meeting. 

The high light of the session was the An- 
nual General Meeting, held on Wednesday 
night in the Third Avenue United Church. 
This, like the opening session of the Ameri- 
can Medical Association, was open to the 
public. On the platform were seated the 
principal officers of the Association and the 
fraternal delegates from other countries, all 
dressed in academic robes (with decorations, 
if any) worn over full dress suits or tuxedos. 
The valedictory address of the retiring presi- 
dent, Dr. William Magner of Toronto, and 
the inaugural address of the incoming presi- 
dent, Dr. J. F. C. Anderson of Saskatoon, 
were both excellent—crisp, clear cut, and 
full of meat. Both dealt with the threat of 
compwsory health insurance, and both were 
strongly épposed to it. 

Between their addresses, greetings were’ 
brought from various countries by the fra- 
ternal delegates, and ten candidates for 
Senior Membership were presented and 
given the appropriate decoration. To be eli- 
gible for Senior Membership, a doctor must 
have practiced medicine for forty or fifty 
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years, and must have achieved real] distinc- 
tion in his work. Only one doctor from a dis- 
trict is eligible each year. 

Space does not permit a detailed discus- 
sion of the excellent scientific program and 
exhibits, nor of the splendid fellowship of 
our Canadian neighbors and their visitors 
from many lands. No visitor could long feel 
himself a stranger in Saskatoon. One came 
away with greater pride than ever in belong- 
ing to 2 profession with such a glorious heri- 
tage. 

* * * 
HEALTH INSURANCE IN OTHER 
COUNTRIES 

One of the most interesting features of the 
annual meeting of the Canadian Medical As- 
sociation was the “Economics Dinner” on 
Thursday night. Health insurance in their 
respective countries was discussed by Dr. 
H. Guy Dain, Chairman of Council, British 
Medical Association; Dr. J. G. Hunter, gen- 
eral secretary, Federal Council of the B.M.A. 
in Australia; and Dr. J. O. Mercer, Chair- 
man of Council, B.M.A., New Zealand 
Branch. Dr. Charles Hill, secretary of the 
B.M.A., also contributed to the discussion. 

Dr. Dain’s address left the impression that 
the British medical profession had made the 
best bargain they could with the present 
Labor Government, but that many promises 
made the doctors had been broken. The Na- 
tional Health Service had been begun with- 
out adequate preparation, and the doctors, 
especially the general practitioners, were 
suffering from the pressure of patients who 
wanted medical attention because it was 
“free.” Dr. Dain thought that it would help 
if every patient had to make some payment, 
no matter how small. 

Dr. Hunter reported for Australia that, 
although a National Health Insurance Bill 
had been adopted by the last Parliament, the 
doctors had not yet agreed to accept its pro- 
visions. One provision was that a doctor who 
wrote a prescription without seeing the pa- 
tient would be subject to three months in 
jail. 

Members of the medical profession of 
Australia have voluntarily subscribed $75 
each for fighting the government regula- 
tions. (Drs. Channing Frothingham, [Ernst 
Boas, and others, take notice.) Dr. Hunter 
concluded his address by saying, “We are 
looking forward, to the result of the next 
election.” 
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Dr. Mercer reminded his audience that 
New Zealand is a small country, with only 
1800 doctors, and said that under the gov- 
ernment health insurance plan the ennual 
cost of drugs alone has risen from one half 
million pounds to one and a half million. 
The government will not release any figures 
on the cost of the system; but it is generally 
known that it has far exceeded the original 
estimate, and is increasing yearly. The fee- 
for-service plan is used there, and about 5 
per cent of the doctors are profiteering on 
it. One doctor took 50,000 pounds—$200,000 
—out of the fund in one year. “The Govern- 
ment now recognizes that no system of med- 
ical practice can be made to work without 
the cooperation of the medical profession.” 

Altogether, the reports of these men from 
English speaking countries which have tried 
government dominated medicine were not 
‘calculated to inspire confidence in Mr. 
Ewine’s compulsory health insurance pro- 
gram. 


WHAT PRICE FEDERAL AID? 


In the Tivin City Sentinel for June 29 the 
announcement was made that principals and 
‘afeteria directors in the Winston-Salem city 
schools next year “will not be hamstrung 
with Government regulations and stacks of 
complicated forms to be filled out with the 
hope of getting Federal aid of an undeter- 
mined amount.” The Winston-Salem Board 
of School Commissioners ‘voted unani- 
mously to abandon the Federal aid to lunch- 
rooms program in the city schools.” Among 
the reasons given by the chairman of the 
board was the fact that “the Federal aid 
program ... was hidebound with restrictions 
which mede it necessary to buy a plate lunch 
or a bottle of milk—or nothing.” As a result, 
“only about 25 per cent of the pupils in the 
elementary schools used the lunchrooms.” 

The article went on to say that the federal 
payments, originally set at 6 to 8 cents a 
plate, were reduced in April to 70 per cent 
of the original allowance, and in May to 45 
to 50 per cent. The comment was made by 
one school official that “It has been a gamble 
as to how much we would get and when, and 
plenty of headaches while we were trying to 
get it. I just don’t think it is worth it.” 

Those who are naive enough to think we 
can have federal aid without control should 
take warning. 
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Committees and Organizations 


COMMITTEE ON INDUSTRIAL HEALTH 


The value of the hand in most phases of 
human endeavor, and particularly to the 
ever expanding industrial work of the 
United States, is well recognized. The treat- 
ment of hand injuries, however, has failed 
to keep pace with either industrial progress 
or the high standard of American medicine 
in general. Many of the factors responsible for 
unsatisfactory functional results have never 
been presented, either to the medical pro- 
fession or to the laity, in their proper im- 
portance. Realizing this lack and the import- 
ance of obtaining as nearly as possible an 
ideal restoration of function, the Committee 
on Fractures and Other Trauma of the Amer- 
ican College of Surgeons is attempting to 
publicize facts pertinent to this important 
subject. The suggestions of this Committee 
are embodied in the following article. 

C. B. Davis, M.D. 
HuGH A. MATTHEWS, M.D. 
HARRY WINKLER, M.D., Chairman 


* * * * 


THE CARE OF HAND INJURIES 
Principles of Early Management 

Following injury, the hand is particularly 
susceptible to the development of complica- 
tions leading to serious disabilities. For this 
reason it is important that the freshly in- 
jured hand be given the most careful pro- 
tection against such complications as result 
from added infection, additional tissue dam- 
age, and stiffening. 

The principles governing the provision of 
this protection may be briefly stated as fol- 
lows: 


Protection against added infection 


Any open accidental wound of the hand 
may be assumed to be contaminated. It is 
important that no additional infection be 
added. This requires 

a. Protection of the wound at once with 2 sterile 
dressing. 

b. Avoidance of 


putting anything into” the 
wound, such as instruments, gauze, applicators, 
sponges, or any sort of antiseptic. 

ce. If any cleansing of the areas around the cov- 
ered wound is done, it should be with soap and 
water only. 

d. Avoidance of all efforts at treatment of the 
wound by exploration, debridement, or repair of 
damayed structures until adequate facilities are 
available. Adequate facilities for this purpose should 
include a location where suryically aseptic technique 
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is employed, adequate anesthesia, proper instru- 
ments, sufficient assistance, good lighting, and the 
provision of a bloodless operative field. 

e. Application of a sterile dressing which will 
protect against the entrance of foreign material. 
Such a dressing should be voluminous, firmly ap- 
plied with moderate pressure, separating the fingers 
from each other, and should maintain the hand 
and fingers in the position of function*. 

f. Antibiotic drugs should be administered sys- 
temically, not locally, in full dosage. Tetanus anti- 
toxin (or toxoid) should be administered when the 
conditions warrant. 


Protection against added tissue 


damage and deformity 

Immobilization of the hand is required in 
any major injury, whether the wound in- 
volves skin, tendons, nerves, joints or bones. 
Immobilization should be governed by the 
following principles: 

a. Immobilization should be employed as soon 
as possible after receipt of the injury for protection 
from further tissue damage. 

b. Following definitive treatment of the injury, 
the immobilization should be continued as long as 
may be required for healing to occur. 

ce. Immobilization should be in the position of 
function (position of grasp) in order to maintain 
optimum relation of bone fragments and of soft 
tissue structures. 

The position of function in immobilization is 
necessary to prevent disabling deformities, contrac- 
tures, muscle weakness and joint stiffening, and 
to insure the earliest return of usefulness after 
healing. 

e. Flat splinting of the hand or any of its digits 
must be avoided at all times. 

Requirements of Early Definitive Treatment 

The general requirements for proper early 
definitive care are: 

I. Through evaluation of the injury. 

A. Determination of the time, place, causative 
agent, and mechanism of the injury. 

. Determination of the nature and extent of 
the first aid treatment given. 

’, Determination of infection status—whether 
the wound is relatively clean, grossly con- 
taminated, or with infection established. 

. General nature of the wound (contusion, 
abrasion, burn, incised wound, lacerated 
wound, crushing wound, puncture wound, 
tooth wound, imbedded foreign body, frac- 
ture, compound fracture, amputation or com- 
bined injuries). 

. Evaluation of structural damage. 

1. Degree and extent of surface injury. 

2. Source of major bleeding. 

3. Evidence of tendon or muscle damage by 
testing function against resistance. 

4. Evidence of nerve injury elicited by test- 
ing for motor and sensory functions. | 

5. Bone and joint injury determined by x-ray. 

6. Discovery and exact localization by x-ray 
of suspected opaque foreign bodies. 

II. Adequate facilities and equipment. 
A. Each hospital or clinic should have at least 


Position of function or position of grasp: wrist hyper- 
extended cock up position; fingers in) mid-flexion and 
separated: thumb abducted and flexion, with tip 
poimting toward little finger, 
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one surgeon who is thoroughly familiar with 
the anatomy and physiology of the hand 
and who is prepared to undertake the early 
treatment of its major injuries. 

B. Such treatment should be rendered under 
strictly aseptic conditions, preferably in an 
operating room, with careful adherence to 
aseptic technique in the matter of scrubbing, 
draping, masking, and the use of gloves. 

©, An adequate supply of appropriate instru- 
ments. 

TD). Sufficient assistance to assure good expos- 
ure. 

E. Good lighting. 

I’. Provision of a bloodless field by means of 
pneumatic tourniquet or blood pressure cuff, 

G. Complete anesthesia for the patient, prefer- 
ably by general anesthetic. 

. Application of appropriate treatment. 

A. Thorough cleansing of a wide area around 
the wound (entire hand and forearm) with 
the wound protected. Shaving, soap and water 
scrub. 

RB. Thorough cleansing of the immediate wound 
area, preferably with soap and water or a 
bland detergent. Antiseptics should not be 
used in or on the wound. 

C, Careful inspection of the wound and assur- 
ance of adequate exposure, by additional in- 
cision if necessary, closely paralleling nat- 
ural creases. 

DD. Thorough toilet of the wound, removing, un- 
der inspection, all foreign matter. Excision, 
by sharp and careful dissection, of all com- 
pletely devitalized or grossly soiled tissue 
in the wound surfaces. It is essential that 
the greatest care be exercised to spare all 
tissues that may be viable, particularly skin, 
tendon, nerve and bone fragments. 

Kk. Assurance of hemostasis by ligation of ma- 
jor injured vessels. 

I’. Repair of injured nerves by end-to-end union 
with fine interrupted perineural sutures. The 
uniting of divided digital nerves is important 
to future function. 

G. Repair of other soft tissue injuries, where 
appropriate—in clean wounds of short dura- 
tion and in well-cleaned contaminated wounds 
of not over eight hours’ duration, but never 
in wounds with established infection. 

If. Reduction of fractures and dislocations, and 
retention in corrected position by traction or 
splinting in the position of function. 

I. Application of protective dressing, fingers 
separated by gauze, and hand immobilized to 
such extent as may be necessary to permit 
healing, in the position of function (never 
in the flat position). 

J. Administration of antibiotics and protective 
antitoxin as indicated. 

’, After-treatment. 

A. Elevation and rest of the hand. 

B. Noninterference with initial dressing for a 
sufficient time to permit healing, unless 
evidences of suppuration develop. 

’. Restoration of skin coverage of denuded 
areas at the earliest possible time. Partial 
thickness skin grafting is a simple and valu- 
able means of promoting early healing. 

. Early restoration of function for nonaffected 
parts of the hand by directed active motion 
to the fullest extent that will not jeopardize 
healing of repaired structures. 
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E. Restoration of function in affected parts of 
the hand by directed active motion as early 
as is consistent with full healing and preser- 
vation of the repair of damaged structures. 


Surface Injuries 

Burns, abrasions and avulsions may cause 
destruction and denudation of any area of 
the skin of the hand. The care of such in- 
juries has three major objectives: 

1. Protection from infection. 

2. Early restoration of skin covering. 

3. Avoidance of disabling scarring and 

contractures. 

These objectives are sought in the various 

stages of treatment. 


First-aid treatment 

a. Chemical burns. Remove chemical by profuse 
irrigation with water, preferably warm. 

b. Heat burns, abrasions and chemical burns 
(after washing away the injuring agent). Apply 
sterile dressing completely to cover the hand and 
bandage firmly. 

Definitive treatment 

This should be carried on in the operating 
room under conditions of strict asepsis. 

a. Gentle removal of first-aid dressing, soaking 
loose with normal saline solution if necessary. 

b. Gentle cleansing of injured surface by light 
sponging with saline on cotton balls. If surface is 
dirty or greasy, it may be gently cleansed with 
sterile neutral soap in sterile water or bland de- 
tergent. Loose fragments and tags of skin are re- 
moved. Blisters are not opened. 

c. Sterile strips of fine-mesh vaseline-impregnated 
gauze are smoothly applied to the injured surface. 
These are covered with dry sterile gauze, gauze 
being placed between adjacent fingers. The whole 
hand is covered with a thick layer of sterile me- 
chanie’s waste or fluff gauze, and splinted in the 
position of function. Elastic knit bandage is applied 
over all, including all fingers, with firm, even pres- 
sure. The hand is kept elevated. 

Subsequent dressings 

The original dressing is left undisturbed 
for twelve to fourteen days unless elevation 
of temperature suggests active infection re- 
quiring inspection. The second, and all sub- 
sequent dressings until healing, are done 
under completely aseptic conditions. Prep- 
arations for skin grafting should be made 
in advance. 

a. The dressing is removed. Slough and debris 
are washed away by irrigation with normal saline 
solution (no scrubbing of surface). 

b. Granulating areas from which slough has sep- 
arated should be covered with thin split-thickness 
skin grafts. d 

c. Dressing, similar to that employed at first 
definitive treatment, is applied. Hand is splinted 
in position of function. 

d. Further dressings, similarly conducted, are 
done at intervals of seven days until epithelization 
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of the burned surface is complete. Skin coverage by 
grafting should be secured as rapidly as possible, as 
the best assurance against infection, inflammation, 
infiltration, scarring, and contractures. This early 
coverage by “skin dressing” is of the greatest im- 
portance, even when epithelization from the mar- 
gins is proceeding satisfactorily. Split-thickness 
grafts are best for this purpose, even though it 
is anticipated that some of the grafted area must 
later be removed for replacement by more suitable 
skin. 
Restoration of function 

As soon as epithelization of burned sur- 
faces is complete, directed active use and 
exercise of the hand is begun. Normal use 
of the hand is encouraged, and voluntary 
exercise and appropriate occupational ther- 
apy prescribed. 
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HWOME-TOWN MEDICAL CARE 
FOR VETERANS 
Hospital Saving Association 
of North Carolina, Ine. 
Chapel Hill, N. C. 
June 27, 1949 


To the Editor: 

Enclosed is a brief summary of the Vet- 
erans Administration medical program as 
administered by Hospital Saving Association 
for the North Carolina Medical Society. Also 
enclosed is a list of the counties served by 
each of the three VA officers and a list of 
the drugstores which are cooperating in the 
program through the North Carolina Pharm- 
aceutical Association. 

In order that as many physicians as pos- 
sible may become familiar with the program 
and the regulations which govern it, we will 
appreciate publication of this material in the 
NorvTH CAROLINA MEDICAL JOURNAL, 

Sincerely vours, 
K. G. BEESTON 
Veterans Service 


te 


The information given below relates spe- 
cifically to those phases of the Out-Patient 
Treatment Program which would ordinarily 
be rendered by participating physicians in 
their private offices or clinics. Through an 
arrangement with the Veterans Adminis- 
tration and the Medical Society of the State 
of North Carolina, the Hospital Saving As- 
sociation at Chapel Hill has been designated 
as official intermediary to assist in) imple- 
menting the program to provide outpatient 
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service to veterans. The data furnished in 
this bulletin are applicable primarily to out- 
patient treatment and do not necessarily ap- 
ply to in-patient care or to examinations for 
compensation purposes. 

Whenever feasible, prior authorization for 
medical service should be obtained from the 
Chief Medical Officer, VA Regional Office, 
Winston-Salem, North Carolina, or from his 
professional designates at VA offices in 
Charlotte, Durham, and Asheville. In order 
that you may know which office to get in 
touch with, either by mail or by telephone, a 
list of the counties served by the various VA 
offices is given at the end of this bulletin 
(table 1). 

If it is necessary in an emergency to com- 
mence therapy prior to securing formal 
authorization from the Chief Medical Officer 
or his professional designates, a request for 
this service must be received by the Veterans 
Administration within fifteen days after the 
treatment was given. This fifteen dav pro- 
vision is applicable only to outpatient cases, 
and is further reserved for those conditions 
which are considered to be emergencies or 
which require prompt treatment. 

In order that you may receive written 
authorization for treatment which will be 
continued from one month to another, it is 
urged that you transmit your request speci- 
fvine the number of office treatments, 
specialized examinations, or other types of 
service which are indicated to the appropri- 
ate VA office no later than the twentieth of 
the month preceding the period during 
which you expect to render medical service. 
This will enable the Veterans Administra- 
tion and the Hospital Saving Association to 
prepare the necessary authorizations and 
have them in your hands prior to the date 
upon which you will render service. If home 
visits are indicated, your request should 
state whether the visits are to be made at 
nieht or during the day, and should further 
provide an estimate of the number of miles 
that it is necessary to travel from your of- 
fice to the veteran’s home. This latter in- 
formation is necessary in order that you 
may be paid for traveling distances greater 
than three miles from your office. 

In general, veterans who were discharged 
from service under honorable conditions 
are entitled to treatment for service con- 
nected disabilities (service connection must 
he formally established by the Veterans Ad- 
ministration) upon application by either the 
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veteran or his attending physician to the ap- 
propriate VA office. Those beneficiaries of 
the Veterans Administration who are actual- 
ly trainees under the provisions of Public 
Law 16 and who are undergoing rehabilita- 
tion for service incurred disabilities may also 
be furnished outpatient care, whether or not 
their condition is service connected. To meet 
regulatory provisions, the Veterans Admin- 
istration must determine in each case the 
legal eligibility of the veteran to the benefits 
which he has requested. 

During the period covered by the VA’s 
medical authorization, the attending physi- 
cian may write prescriptions for those medi- 
cations required in the treatment of a service 
connected disability or, in the case of a 
properly authorized PL 16 trainee, for a non- 
service connected condition. These prescrip- 
tions must be prepared in duplicate and pre- 
sented to a participating pharmacy (table 
2). Information relative to the pharmaceu- 
tical program has been furnished to mem- 
bers of the Medical Society of the State of 
North Carolina in a previous bulletin. It 
should be borne in mind that service must 
be rendered within the time limit noted on 
the written VA authorization, and payment 
will be confined to those items of service 
which have been authorized. In the event 
that the time allowed for the course of treat- 
ment is not adequate, or if the professional 
services authorized do not meet your require- 
ments, immediate contact should be made 
with the nearest Veterans Administration 
office to have appropriate amendments 
made. 

Table 1 
Area VA Offices 
1. Dr. W. B. Tilton, Medical Officer 

Veterans Administration Office 

City Hall Building 

Asheville, North Carolina 

Area served: City of Asheville 

Dr. C. J. Mogan, Senior Medical Officer 

Veterans Administration Office 

127 West Seventh Street 

Charlotte, North Carolina 

Counties served: Anson, Cabarrus, Cleveland, 

Gaston, Lincoln, Mecklenburg, Montgomery, 
Polk, Richmond, Rutherford, Stanly, Union 

Dr. Edward W. Ludwig 

Senior Medical Officer 

Veterans Administration Office 

302 Morris Street 

Durham, North Carolina 

Counties served: Chatham, Durham, Granville, 

Orange, Person, Wake 

Dr. R. M, Cullison 

Chief Medical Officer 

Veterans Administration 

Winston-Salem, North Carolina 

All other counties are served by this office 


CORRESPONDENCE 


Table 


North Carolina Drug Stores Participating in VA 
Pharmacy Program As of April 1, 1919 


Ahoskie 
Copeland Drug Co. 
Albemarle 
The Drug Centre 
Apex 
Goodwin’s Pharmacy 
Asheboro 
Asheboro Drug Co. 
Randolph Drug Co. 
Reaves Walgreen 
Agency Drug Store 
Asheville 
sarefoot-Tatum, Drugs 
Montford Pharmacy 
Norburn Hospital 
Pharmacy 
Salley’s Drug Store 
Shigley’s, Ine. 
Aulander 
Aulander Pharmacy 
Beaufort 
R. Bell, Druggist 
Joe House Drug Store 
Belmont 
Robinson’s Drug Store 
Boone 
Boone Drug Co, 
Carolina Pharmacy 
Burgaw 
Dees Drug Store 
Burlington 
Davis St. Pharmacy, 
Ine. 
Main St. Drug Co., Inc. 
Mann’s of Burlington, 


Worth St. Drug Co. 
Burnsville 
Pollard’s Drug Store 
Canton 
Martin’s Drug Store 
Carolina Beach 
Carolina Beach Drug 
Store 
Carrboro 
Senter’s Drug Store 
Carthage 
Shields Drug Co, 
Chapel Hill 
Eubanks Drug Co. 
Village Pharmacy 
Charlotte 
Civil’s Plaza Drug 
Store 
Eckerd’s Drug Store 
No. 1 
Hardee’s Pharmacy 
Hawthorne Pharmacy 
Lisk Cut Rate 
Pharmacy 
Niven Drug Co. 
Park Place Pharmacy 
Sterling Drug Store, 


Ine, 

T. A. Walker, Inc. 
Cherryville 

Houser Drug Co., Ine. 
China Grove 

Brown Drug Co. 
Cliffside 

Mills Drug Co. 
Clinton 

Butler’s Pharmacy 


Concord 
Pearl Drug Co. 
Whitmore Drug Co. 
Cooleemee 
Cooleemee Drug Co. 
Denton 
Denton Drug Store 
Dunn 
Butler & Carroll Drug 
Co. 
Durham 
3oone Drug Co, 
Coleman’s Drug Store 
Duke Hospital 
Pharmacy 
Durham Drug Co. 
McDonald’s Drug 
Store 
Rogers Drug Co, 
Sawyer & Moore 
Kdenton 
Legett & Davis, Inc. 
Elkin 
Turner Drug Co, 
Elizabeth City 
Overman & Stevenson 
Elm City 
Elm City Pharmacy 
Fairmont 
Fairmont Drug Co. 
Fayetteville 
Fayetteville Drug Co. 
Franklin 
Perry’s Drug Store 
Fremont 
Whitley Drug Co. 
Fuquay Springs 
Elliott’s Pharmacy 
Johnson’s Drug Store 
Gastonia 
Kennedy’s, Ine, 
Rhyne’s Drug Store 
Gibson 
Gibson Drug Co. 
Goldsboro 
Bunch Drug Store 
Goldsboro Drug Co, 
Robinson’s Drug Store 
Vinson’s Drug Store 
Greensboro 
Crutchfield Browning 
Drug Co. 
Eecles-Wynn Drug 
Store 
Elm Street Pharmacy 
C. C. Fordham’s Drug 
Store 
Franklin’s Drug Store 
Greene St. Drug Co. 
Liggett Drug Co., Ine. 
Mann’s O. Henry Drug 
Store 
McDuffie-Eubanks 
Drug Co. 
Walgreen Co. 
Wilkerson-McFalls 
Drug Co. 
Greenville 
Bissette’s Drug Store 
Hamlet 
Birmingham Drug Co. 
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Henderson 


Page-Hocutt Drug Co. 


Woolard’s 
Hendersonville 
Jackson Pharmacy 
Hickory 
Hickory Drug Co. 
High Point 
Anderson Drug Store 
Greene Drug Co. 
C, A. Ring and Sons 
Ring-Harris 
Pharmacy, Inc. 
Hillsboro 
James Pharmacy 
Jackson 
Jackson Drug Co. 
Kannapolis 
Black’s Drug Store 
No. 2 
Lewis Drug Co. 
Kings Mountain 
Kings Mountain Drug 
Co. 
Kinston 
College Street 
Pharmacy 
J. E. Hood and Co. 
Laurinburg 
Legion Drug Store, 
Inc. 
Leaksville 
Carolina Drug Co. 
Chandler Drug Co, 
Lenoir 
Ballew’s Cash 
Pharmacy 
Blackwelder Hospital 
Pharmacy 
Lenoir Drug Store 
MeNairy’s Drug Store 
Lexington 
People’s Drug Store 
Lillington 
Lafayette Drug Co. 
Lincolnton 
Economy Drug Store 
Louisburg 
Boddie Drug Store 
Lumberton 
Hedgpeth Pharmacy 
Madison 
Madison Drug Co. 
Marion 
Tainter’s 
Marshville 
Guion’s Drug Store 
Union Drug Store 
Mebane 
Carolina Drug Co. 
Warren’s Drug Store 
Mocksville 
Hall Drug Co, 
Wilkins Drug Co, 
Monroe 
Gamble’s Drug Store 
Secrest Drug Co, 
Wilson Drug Co, 
Mooresville 
Miller Drug Co, 
Mooresville Drug Co. 
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Morehead City 
Morehead City Drug 
Co, 
Morganton 
Phillips Drug Co, 
Spake Pharmacy 
Mt. Airy 
Hollingsworth 
Pharmacy 
Lamm Drug Co. 
Turnmyre’s Drug 
Store 
W. S. Wolfe Drug Co. 
Mt. Holly 
Summey Drug Co., 
Inc. 
Mt. Pleasant 
A, W. Moose Co, 
Nashville 
Nashville Drug Co. 
New Bern 
Hill’s Five Points 
Drug Store 
Tony’s Drug Store 
Newton 
City Pharmacy 
Norlina 
Walker Drug Co, 
North Wilkesboro 
Wilkes Drug Store 
Oxford 
Herring’s Drug Store 
Lyon Drug Co, 
Williams Drug Co. 
Pilot Mountain 
Smith’s Drug Store 
Pinehurst 
Carolina Pharmacy, 
Ine. 
Princeton 
Woodward Drug Store 
Raleigh 
Central Drug Store 
Five Points Pharmacy 
Franklin’s Carolina 
Pharmacy 
Professional 
Pharmacy 
Walgreen Company 
Red Springs 
Red Springs Drug Co, 
Townsend’s Pharmacy 
Reidsville 
Carolina Apothecary 
Dailey’s Drug Store 
Gardner Drug Co, 
Reidsville Drug Store 
Roanoke Rapids 
Taylor’s Drug Store 
Robbins 
MecCrimmon and 
Johnson 
Robbinsville 
Ingram’s Drug Store 
Rocky Mount 
Almand’s Drug Store 
Douglas-Armstrong 
Drug Co, 
Roseboro 
Tart & West 


Roxboro 
Adair’s Drug Store 
Thomas & Oakley 
Drug Store 
Salisbury 
Innes St. Drug Co, 
Purcell Drug Co. 
Salisbury Pharmacy 
Sanford 
Cole’s Pharmacy 
Lee Drug Store 
Selma 
Selma Drug Co. 
Southport 
Watson’s Pharmacy 
Co. 
Spindale 
Spindale Drug Co. 
Spray 
Tri City Pharmacy 
Spring Hope 
Southside Pharmacy 
Stantonsburg 
Stantonsburg Drug 
0. 
Spruce Pine 
Day’s Drug Store 
Statesville 
Holmes Drug Co. 
Purcell Drug Co. 
Swannanoa 
Ward's Drug Store 
Sylva 
Sylva Pharmacy 
Tabor City 


Harrelson’s Pharmacy 


Tarboro 

E. V. Soeller & Co, 
Taylorsville 

People’s Drug Co, 
Thomasville 


Thomasville Drug Co. 
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Troy 
Troy Drug Co, 
Valdese 
Rock Drug Store 
Warrenton 
Hunter Drug Co, 
Washington 
Tayloe Drug Co, 
Waynesville 
Curtis Drug Store 
West End 
West End Pharmacy 
Whiteville 
J. A, McNeill & Sons 
Williamston 
Davis Pharmacy 
Wilmington 
Standard Pharmacy 
Toms Drug Co. 
Wilson 
Bissette’s Drug Store 
No, 1 
Yancey’s Drug Store 
Windsor 
Pugh’s Pharmacy 
Windsor Pharmacy 
Co, 
Winston-Salem 
Hawthorne Pharmacy, 
Ine. 
Jobbitt-Nissen Drug 
Co. 
N. C. Baptist Hospital 
Pharmacy 
Summit Street 
Pharmacy 
Welfare’s Drug Store 
Yanceyville 
Yanceyville Drug Co. 
Zebulon 
Zebulon Drug Co. 


RESOLUTION PASSED BY IREDEILL- 
ALEXANDER COUNTIES MEDICAL 
SOCIETY 
Statesville, N.C. 

July 5, 1949 


To the Editor: 


Because the members of the Iredell-Alex- 
ander Counties Medical Society feel that 
healthy, amicable public relations can be 
develonved and maintained by good relation- 
ships between doctors and their patients 
much better than by employing a public re- 
lations expert to try and make amends for 
their shortcomings, the society, at its reg- 
ular meeting held on May 17, 1949, unani- 
mously passed a resolution disapproving the 
raising of the state dues from $25.00 to 


$40.00 per year. 


L. B. SKEEN, M.D. 


President 
ERNEST WARD, M.D. 


Secretary 
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PRES SIDENT'S MESSAG 10} 


NortTH CAROLINA’S VOLUNTARY HEALTH 
INSUR PROGRAM 


After consultation with members of the 
Executive Committee and with many former 
chairmen, the committee appointments for 
the medical year 1949-50 were made in 
early June”). The administrative machinery 
of the State Society has been functioning for 
some weeks. 

Several matters, important above the ordi- 
nary, will demand the constant and careful 
attention of North Carolina physicians dur- 
ing the year. Foremost of these is the vol- 
untary insurance plan for professional care 
(Blue Shield), which is now getting under 
way. 

A general social movement has developed 
to the stage where the American people de- 
mand and are ready for some plan which 
will distribute the costs of catastrophic ill- 
ness over a number of pay periods. This 
demand must be met. 

Voluntary insurance has been the “Ameri- 
‘an Way” to cover the costs of the catas- 
trophes of motor accidents, fire, flood, and 
death. It is the one plan for financing the 
expense of serious illness which will main- 
tain the quality of medical practice, preserve 
the self-respect of the patient, and protect 
the intellectual freedom of the profession. 

The Federal Security Administration, in 
violation of the law, is spending vast 
amounts of the taxpayers’ money to discredit 
the medical profession, to create an artificial 
demand for a compulsory health tax, and to 
prevent voluntary health insurance from 
succeeding. 

We are charged with the responsibility of 
fostering a voluntary insurance plan wich 
will provide for the people of North Caro- 
lina the protection which they desire, and 
which will at the same time defeat the 
scheme of the “social securityites” to feder- 
alize medicine as another step toward the 
complete ‘‘welfare state.” 

The success of the Blue Shield Plan in 
North Carolina will be entirely dependent 
upon the complete and cheerful cooperation 
of at least 75 per cent of the members of the 


1. The committees will be listed in the supplement 
to the August issue of the Journal. 
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Medical Society of the State of North Caro- 
lina. Professional participation in this plan 
will mean some sacrifices for everyone, but 
particularly will it require an adaptation of 
thinking and attitude. 

The strongest of committees has spent 
more than two years in the formulation of 
a system of voluntary health insurance 
which will give the widest possible coverage, 
and provide the largest possible professional 
fees at a premium rate which will be within 
the reach of the lower income groups. 

Every physician will no doubt find things 
in the plan which he will wish to change. 
My purpose in writing this message is to say 
with profound conviction that this plan can 
be made to succeed and will be constantly 
subject to change at the wish of the profes- 
sion. If it is allowed to fail, there will be 
thrust upon us a state plan which will be 
changed only at the whim of a bureaucrat, 
and then always at the expense of the medi- 
cal and dental professions. 

The members of the Medical Society of 
the State of North Carolina will do well to 
consider this matter, with all of its implica- 
tions for the future, and be prepared to act 
when they are solicited to become participat- 
ing members. 

G. W. Murpuy, M.D. 
Asheville 


NEW HANOVER COUNTY MEDICAL SYMPOSIUM 


The Third Annual Medical Symposium to be pre- 
sented by the New Hanover County Medical Society 
will be held at Wrightsville Beach on August 19, 
The list of speakers includes the following nationally 
known men: 

Dr. Amos Christie, professor of pediatrics, 
derbilt University, Nashville, Tennessee, 

Dr. John Parks, professor of gynecology and ob- 
stetrics, —— Washington University, Washing- 
ton, 

Dr. H. Houston Merritt, professor of neurology, 
College of Physicians and Surgeons, Columbia Uni- 
versity, New York City. 

Dr, Louis A. Buie, 
Mayo Clinic, Rochester, 

Dr. Wm, F. Reinhoff, Jr., assistant professor of 
surgery, Johns Hopkins Hospital, Baltimore. 

The meeting will last from 11 a.m. until 10 p.m., 
with intermissions for lunch, cocktails, and dinner. 
The entire program will be held at Lumina Pavilion, 
Headquarters will be at the Ocean Terrace Hotel. 

Since reservations are at a premium, it would be 
advisable to make them early. The Ocean Terrace 
Hotel, which will be headquarters, has consented to 
reserve a number of rooms for the symposium. If 
you have difficulty in securing reservations, please 
write Dr. Elbert C, Anderson, Chairman of Housing 
Committee, 806 Murchison Building, Wilmington, 
N. C., and he will be glad to assist you. 


Van- 


Department of Proctology, 
Minnesota. 
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NEWS NOTES FROM THE NORTH CAROLINA 
TUBERCULOSIS ASSOCIATION 

The following doctors have been elected officers 
or directors of their respective county tuberculosis 
associations for 1949: 

Craven County—Dr. C, T. Barker, president 
Halifax County—Dr, P. W. Joyner, president 
Mecklenburg County—Drs, H. L. Seay, M. B. 
Bethel, and E. H. Hand, ex officio members 
of the executive committee 

Hanover County—Dr. H. M. 
president; Dr. A. H. Elliot, member 
executive committee 
Wilson County—Dr. H. F. Easom, secretary-treas- 

urer, 


Pickard, vice 


New 
of the 


* * * 


Dr. Paul Ringer of Asheville was guest speaker 
at the meeting of the Mecklenburg County Tuber- 
culosis and Health Association on May 16, Dr, Stuart 
Willis of McCain spoke to _the Alamance County 
Tuberculosis Association on May 26, and Dr, Robert 
F. Young to the Halifax County Tuberculosis Asso- 
ciation in April. 


News NOTES FROM THE NORTH CAROLINA 
HOSPITALS BOARD OF CONTROL 

National Mental Health Act funds of fiscal year 
1948-49 are being used to construct a moving picture 
film. It will be designed as a preventive mental 
health tool to be used by health educators, public 
health nurses and others in conjunction with lectures 
and discussions so groups may be informed and 
guided in mental health measures. 

* * * * 

Winston-Salem offers a series of lecture and dis- 
cussion groups to those expecting births of their 
first children, The plan for the twelve sessions in 
Winston-Salem is as follows: 

1. Health to You, to Your 
Family 
Personal Hygiene of the Expectant Mother 
Anatomy and Physiology of Pregnancy 
Nutrition for Mother and Baby 
Emotional Aspects of Pregnancy and Delivery 
6. Preparations and Planning for the Baby 
7. Birth of a Baby 


Baby and to Your 


8. The Baby’s Physical Needs, Nutrition, Sleep, 
Elimination, ete. 
9. Development, Adjustment, Habit Training, Dis- 


cipline, ete. 
10. The Rights of Infants and of Parents 
11. Sexual Education for Child and Parents 
12. The Future of the Family 


On June 29 and 30, a Seminar on Mental Hygiene 
of Children was held at the Wayne County Health 
Center, Goldsboro, for eastern North Carolina Pub- 
lie Health Nurses. This seminar was sponsored by 
a Wayne County Health Department and the North 

Carolina Hospitals Board of Control. Among the 
participants were Dr. S. B. McPheeters of Goldsboro 
and Drs. Leslie B. Hohman, R. Burke Suitt, and 
Grant Taylor of Durham, 


* 


Governor W. Kerr Scott has designated the State 
Board of Health as the agency to administer the Na- 
tional Mental Health Act program in North Caro- 
lina beginning July 1, 1949. 
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Ss NOTES FROM THE DUKE UNIVERSITY 
SCHOOL OF MEDICINE 

Dr. Richard H. Corales, Jr., assistant resident in 
neurosurgery at the Duke University School of Medi- 
cine, has been awarded a Damon Runyon Clinical Re- 
search Fellowship, the American Cancer Society has 
announced. Dr. Corales will participate in a Duke 
research program in the field of brain tumors ap- 
proved by the National Research Council under the 
direction of Dr. Barnes Woodhall and Dr. Guy Odom, 
professor and assistant professor of neurosurgery. 

Two other post-doctorate fellowships for Duke 
neurosurgeons have been awarded from the Atomic 
Energy Commission to Dr. Frank Wrenn, and from 
the National Institute of Health to Dr. Courtland 
Davis. Drs. Wrenn and Davis will conduct studies 
in cooperation with the Duke department of bio- 
chemistry and division of neurology. 

Financial support for research work in neurology 
at Duke for the coming academic year now totals 
$16,456. 


NEW 


NEWS NOTES FROM THE BOWMAN GRAY 
SCHOOL OF MEDICINE OF WAKE 
FOREST COLLEGE 


Dr. Douglas M. Kelley, director of Graylyn, gave 
a two-day advanced course in the interpretation of 
the Rorschach test as part of a seminar on projec- 
tive techniques sponsored by Emory University in 
Atlanta, Georgia, the first week in June. Dr. Kelley 
is president of the Southeastern Division of the So- 
ciety of Projective Techniques and is co-author of a 
major textbook on the Rorschach tests. 

at * * * 

Dr, Camillo Artom, professor of biochemistry, was 
elected a sectional councilor of the Southeastern 
Branch of the Society for Experimental Biology and 
Medicine at an organizational meeting of the group 
held at Duke University. Dr. J. Maxwell Little, pro- 
fessor of pharmacology, also attended the meeting 
as a member from Bowman Gray. 

* * * * 

Dr. James P, Rousseau, professor of radiology, 
resigned recentiy to go into private practice in Win- 
ston-Salem, but will continue to serve as head of the 
Department of Radiology until a successor is named. 


. 
* * * x 


Dr. Jorge Mardones, professor of pharmacology 
and secretary of the Faculty of Biology and Medical 
Sciences at the University of Chile in Santiago, spent 
two days at Bowman Gray in June, studying the 
organization of departments and the curriculum, 

* * * * 

Representatives of the Atomic Energy Commis- 
sion, Oak Ridge, Tennessee, were at Bowman Gray 
on June 22 to negotiate new contracts between the 
school and AEC for approximately $25,000. The 
grants cover three projects in research using radio- 
isotopes. One goes to Dr. Camillo Artom, head of the 
Department of Biochemistry, for continuation of 
study on the metabolism of phospholipides in tissues 
with the aid of radioactive phosphorus as a tracer. 
The second is to Dr, George T. Harrell, Jr., head of 
the Department of Internal Medicine, for study of 
the distribution of salt and water in acute infections, 
and the third goes jointly to the two departments 
for study of the toxicity of radioactive phosphorus, 
with Dr. W. E. Cornatzer, assistant professor of bio- 
chemistry, and Dr. David Cayer, assistant professor 
of internal medicine, collaborating. 


* * * * 
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The second meeting of the Greensboro, High Point, 
and Winston-Salem Section of the American Chem- 
ical Society was held at the Bowman Gray School 
of Medicine on June 17. The topic for the meeting 
was “Biochemical Applications of Radioisotopes,” 
and a lecture-demonstration was given by Drs. 
Camillo Artom, W. E. Cornatzer, and Marjorie 
Swanson, all of the Department of Biochemistry. 


NORTH CAROLINA FEDERATION OF BUSINESS 
AND PROFESSIONAL WOMEN’S CLUBS 


The thirtieth annual convention of the North Car- 
olina Federation of Business and Professional Wom- 
en’s Clubs, held in Atlantic Beach, North Carolina, 
June 17-19, 1949, adopted by unanimous vote the fol- 
lowing resolutions: 

Be it resolved that the North Carolina Federation 
of Business and Professional Women’s Clubs reaf- 
firm its endorsement and support of the program 
and work of the American Cancer Society. 

Be it resolved that the North Carolina Federation 
of Business and Professional Women’s Clubs endorse 
and support the work of the American Heart Asso- 
ciation. 

Submitted by Miss Myrtle Ellen LaBarr, Greens- 
horo, News Service Chairman. 

Dr. Florence Boehmer, Charlotte 

Mrs. Stella J. Price, Winston-Salem 

Miss Esther Ross, Asheboro, Chairman 
Resolutions Committee. 


CATAWBA VALLEY MEDICAL SOCIETY 


The Catawba Valley Medical Society met at the 
State Hospital at Morganton on June 28, Dr. Frank 
Lock, chairman of the State Society’s Maternal Wel- 
fare Committee, presented case reports from the 
committee for discussion by the members. 


HALIFAX COUNTY MEDICAL SOCIETY 


Dr. T. F. Adkins of Durham spoke to the Halifax 
County Medical Society at its regular monthly meet- 
ing in Roanoke Rapids on June 10, His subject was 
“Abnormal Bleeding.” 


NEws NOTES 


Dr. Joseph S. Hiatt, Jr., of McCain has recently 
been certified by the American Board of Internal 
Medicine as a specialist in internal medicine. 

* 

Dr. James P. Rousseau has announced the open- 
ing of offices at 1014 West Fifth Street, Winston- 
Salem, for the practice of radiology. 


AMERICAN COLLEGE OF CHEST PHYSICIANS 


The American College of Chest Physicians held 
its Fifteenth Annual Meeting in Atlantic City, New 
Jersey, June 2-5, 1949. Dr. George Curtis Crump of 
Asheville received his Fellowship Certificate at the 
Convocation held at the Ambassador Hotel, Atlantic 
City, on June 4, 

Dr. Merle D. Bonner, Jamestown. is governor of 
the American College of Chest Physicians for the 
State of North Carolina, and Dr. Karl Schaffle, 
Asheville, is the regent for the district. 
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AMERICAN HEART ASSOCIATION 


Eleven research grants approximating $50,000 for 
investigation of heart and circulatory disease were 
announced recently by Dr. H. M. Marvin, of New 
Haven, president of the American Heart Association. 
One grant went to Duke Hospital for studies by 
Dr, W. C. Sealy on the nature of hypertension asso- 
ciated with coarctation of the aorta. 


CONFERENCE OF PRESIDENTS AND OTHER 
OFFICERS OF STATE MEDICAL ASSOCIATIONS 


Dr, Clarence E. Northcutt, past president of the 
Oklahoma State Medical Association, and one time 
mayor of Ponca City in that state, was elected presi- 
dent of the Conference of Presidents and Other 
Officers of State Medical Associations at the Fifth 
annual session of that group. Dr. Julian Price, of 
Florence, South Carolina, secretary of the medical 
society in that state, was named as president-elect, 
and John E, Farrell, of Providence, Rhode Island, 
executive secretary of the Rhode Island Medical So- 
ciely, was re-elected secretary-treasurer. 


AMERICAN COLLEGE OF SURGEONS 


The Sixth Inter-American Congress of Surgery 
will meet as a part of the Thirty-Fifth Clinical Con- 
gress of the American College of Surgeons from 
October 17 to 21, with headquarters at The Stevens 
in Chicago, and will continue on October 21, 22, and 
23 with its own business. scientific, and social ses- 
sions, most of which will be held in the John RB. 
Murphy Memorial Auditorium of the College, 


MISSISSIPPI VALLEY MEDICAL SOCIETY 


The Fourteenth Annual Meeting of the Mississippi 
Valley Medical Society will be held at the Jefferson 
Hotel, St. Louis, September 28-30. More than thirty 
clinical teachers from the leading medical schools 
will conduct this great postgraduate assembly, whose 
entire program is planned to appeal to general prac- 
titioners. No registration fee will be charged, and 
every ethical physician is cordially invited and urged 
to attend. The American Medical Writers’ Associa- 
tion will hold its annual meeting at the hotel on 
September 28, and the Missouri Chapter of the 
American Academy of General Practice on Septem- 
ber 30. Programs of all the meetings may be ob- 
tained from Harold Swanberg, M.D., 209-224 W.C.U. 
Bldg., Quincy, Illinois, 
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Classified Advertisement 


A doctor to do general practice is needed for 
the town of Carrboro, North Carolina, popu- 
lation 2500, a large trading area. Office space 
available. For further information contact 
Lloyd M. Senter, President Lions Club, Carr- 
boro, North Carolina, 
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FROM SECRETARY OF DEFENSE LOUIS 
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JOHNSON 


AN URGENT 


APPEAL TO 


YOUNG DOCTORS! 


Your personal help is needed to avert a serious 
threat to our national security! 


By the end of July of this year we will have 
lost almost one-third of the physicians and 
dentists now serving with our Armed Forces. 
Without an increased inflow of such per- 
sonnel, the shortage will assume even more 
dangerous proportions by December of this 
year. 


These losses are due to normal expiration of 
terms of service. The professional men who 
are leaving the Armed Forces during this 
critical period are doing so because they 
have fulfilled their duty-obligations and have 
earned the right to return to civilian practice. 


Without sufficient replacements for these 
losses, we cannot continue to provide ade- 
quate medical and dental care for the almost 
1,700,000 service men and women who are 
the backbone of our nation’s defense. 


Normal procurement channels will not provide 
sufficient replacements! 


To alleviate this critical, impending shortage 
of professional manpower in the three serv- 
ices, | am urging all physicians and dentists 
who were trained under wartime A. S. T. P. 
and V-12 programs under government 
auspices or who were deferred in order to 
complete their training at personal expense, 
and who saw no active service, to volunteer 
for a two-year iour of active duty, at once! 


We have written personally to more than 
10,000 of you in the past weeks urging such 
action. The response to this appeal has not 
been encouraging, and our Armed Forces 
move rapidly toward a professional man- 
power crisis! 

Many responses have been negative, but 
worse—a great number of doctors have not 
replied. It is urgent that we hear from you 
immediately! 

We feel certain that you recognize an obligation 
to your fellow men as well as to your profession 
in this matter. We are confident that you will 
fulfill that obligation in the spirit of public 
service that is a tradition with the physician 
and dentist. 

There is much to be said for a tour of duty 
with any of the Armed Forces. You will 
work and train with leading men of your 
professions. You will have access to abun- 
dant clinical material; have the best medical 
and dental facilities in which to practice. 
You will expand your whole concept of life 
through travel and practice in foreign lands. 
In many ways, a tour of service will be 
invaluable to you in later professional life! 


Volunteer now for active duty. You are urged 
to contact the Office of Secretary of Defense by 
collect wire immediately, signifying your ac- 
ceptance and date of availability. Your services 
are badly needed. Will you offer them? 


July, 1949 


— 
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BOOK REVIEWS 


Blood Transfusion. By Elmer L, DeGowin, 
M.D., Associate Professor of Internal Medi- 
cine, State University of Iowa; Robert C. 
Hardin, M.D., Assistant Professor of In- 
ternal Medicine, State University of Iowa; 
and John B, Alsever, M.D., Senior Surgeon, 
U. S. Public Health Service. 587 pages with 
200 diagrammatic drawings. Price, $9.00. 
Philadelphia and London: W. B. Saunders 
Conipany, 1949, 


This volume is divided into seven parts with a 
total of twenty-seven chapters, The introductory 
portion gives a brief historical review, a discussion 
of the clinical uses and relative merits of blood and 
its derivatives, and a discussion of shock, The chap- 
ter dealing with the latter subject is a concise re- 
view of the present knowledge of the etiology, 
altered physiology, and treatment of shock, but 
seems somewhat remote from the title of the book. 
The section on the immunology of blood explains the 
various blood groups and subgroups of the A-B-O, 
M-N, P, Rh and Hr systems, their incidence, manner 
of inheritance, and clinical significance, A chapter 
is devoted to pseudoagglutination and other irregu- 
lar phenomena, with a discussion of the clinical ap- 
plication, A chapter on isosensitization includes the 
pathogenesis, clinical aspects, diagnosis, prognosis, 
and treatment of erythroblastosis fetalis. 

More than 100 pages are devoted to an excellent 
section on the technical details of typing and cross- 
matching blood. Directions are complete and concise, 
and the drawings of methods and equipment add 
much to the clarity. The pitfalls and sources of error 
are given proper emphasis. Few will be interested 
in the methods for measuring survival of transfused 
erythrocytes and the specific gravity of blood, both 
of which are described in detail. 

The second half of the book deals with the man- 
agement of blood donor services, the preservation 
and processing of blood, the techniques of adminis- 
tering blood and its substitutes, and the possible 
complications which might arise from their use. 
This section also gives methods of keeping records, 
estimates of cost, and floor plans for blood banks 
and donor centers, 

Chis volume combines the best features of other 
current books on the subject, and will be welcomed 
as a reliable and practical source of information 
from both a laboratory and an academic viewpoint. 


Advances in Internal Medicine, Vol. 3. 
Edited by William Dock, M.D. and I. 
Snapper, M.D. Price, $8.50, 475 pages. New 
York: Interscience Publishers, 1949. 


The ten chapters which make up this third volume 
of a series have been contributed by well known 
authorities in their respective fields, and consist of 
comprehensive and up-to-date selections on disease, 
therapy, and diagnosis. Since much of the discussion 
concerns material which appeared in medical jour- 
nals during 1947 and 1948, the chapters on therapy 
unavoidably fail to include important references 
which would have enhanced the value of the book. 

This current volume includes the following sub- 
Use of BAL, current concepts on hemolytic 
anemias, factors modifying the therapeutic activity 
of penicillin, use of streptomycin in the treatment 
of tuberculosis, use of antithyroid compounds, diag- 
nosis of disease by enzymatic methods, plasma frac- 
tionation, mechanism of acclimatization to heat, 
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therapy in neurologic disorders, and histoplasmosis. 
Bibliographies are included with each chapter. 

This book will be of interest to internists, 
limited value to others, 


but of 


Iu Memoriam 


GEORG . WATKINS, JR., M.D. 


Dr. George T. a atkins, Jr., was aes in Person 
County, North Carolina, on November 26, 1891, He 
received his A.B, at Wake Forest College in 1913, 
and his M.D. at Jefferson Medical College in 1915. 
After an internship at Delaware Hospital, Wilming- 
ton, Delaware, he began the practice of medicine in 
Durham in 1916. Early in his career this practice 
was interrupted for military service, with active 
duty in the U. S, Army. After release from the 
armed forces, he resumed his generous service until 
his death 

His interests were legion, and his friendships en- 
compassed the state. He was not only a leading gen- 
eral practitioner, but was interested in farming and 
sports, was a leader in church activities, and a 
charter member of the Lions Club in his native 
city. In this civic organization, he was a regular and 
interested member. His work particularly with the 
blind of the city and state will long be remembered. 

Dr. Watkins was one of those whose race is appar- 
ently dying out. A family doctor in every sense of 
the word, he built a practice among those whose 
need was greatest, and served with that excellence 
of sympathetic understanding that is all too scarce 
among the medical profession—served in the office 
and home, day and night, steady always and reliable, 
to die in harness as he so often stated he wished. 

Dr. Watkins not only was friend, counselor and 
guide to his many patients, but he was also highly 
esteemed by all his colleagues. His ready smile, 
sparkling wit, and steadying influence won him a 
host of professional friends, and made the younger 
generation of medical men look to him for advice 
and guidance in many instances of difficulty. Sorely 
is he missed, 

At a meeting of the Durham-Orange Counties 
Medical Society, the following resolutions were 
adopted: 

“Whereas, Dr. George Watkins has joined the es- 
timable group of our fellow members who have gone 
on ahead to richer fields of service, and 

“Whereas, This Society is deeply conscious of its 
loss of a worthy colleague and generous friend, and 

“Whereas, his excellence of spirit, and high stand- 
ard of exacting medical service continue to serve 
as a stimulus to us all, 

“Be it resolved: That this Society record its feel- 
ing of high tribute to him as physician, counselor 
and friend, and 

“Be it further resolved: That a copy of these reso- 
lutions be included in the permanent records of this 
Society, and a copy sent to the family, and to the 
North Carolina Medical Journal. 


J. U. Gunter, M.D., Secretary 


New Upjohn Branch in Philadelphia 

With the acquisition of 25,500 square feet of space 
on the seventh floor of the Terminal Commerce 
Building, 401 North Broad Street, a new  Phila- 
delphia Branch of The U pjohn Company will be in 
operation on or about July 1, 1949. This branch will 
serve eastern Pe nnsylvania, southern New Jersey, 
Delaware, Maryland, Virginia, northern North Caro- 
lina, and the District of Columbia, all of which were 
formerly in the New York branch. 


BULLETIN BOARD 
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INTERNATIONAL COLLEGE OF SURGEONS 


The International College of Surgeons, United 
States Chapter, will hold its fourteenth Annual As- 
sembly and Convocation in Atlantic City, New Jer- 
sey, November 7-12, The program will include scien- 
tific sessions on subjects in the fields of general 
surgery; eye, ear, nose and throat surgery; gyne- 
cology and obstetrics; urology; and orthopedic, thor- 
acic, plastic and neurological surgery, as well as 
special surgical clinics held in Philadelphia hospitals 
on November 7. 

All doctors of medicine interested in surgery and 
its advancement are invited to attend, and can ob- 
tain a program upon request to Arnold S. Jackson, 
M.D., Secretary, Jackson Clinic, Madison 4, Wiscon- 
sin, For hotel reservations, write E. D. Parrish, Had- 
don Hall, Atlantic City, New Jersey. 


News NOTES FROM THE OFFICE OF THE 
SURGEON GENERAL OF THE ARMY 


Army Begins Joint Staffing of Naval Hospitals 

Joint staffing of four Naval hospitals with Army 
medical personnel at St. Alban’s Hospital, Long Is- 
land, New York; Corona and Long Beach Hospitals, 
California; and Portsmouth Hospital, Portsmouth, 
Virginia, was announced recently by Major General 
R. W. Bliss, the Surgeon General of the Army. 

The joint staffing of military hospitals was recom- 
mended by the Hawley Board in January of this 
year in order to economize to the fullest extent pos- 
sible on physicians and other scarce professional 
personnel. and to reduce the number of hospitals. 
Under the plan, hospitals of the respective services 
allocate a certain number of beds for patients from 
other services, A total of 825 beds has thus been 
made available in these four hospitals for Army and 
Air Force patients. 

In a similar joint staffing procedure, the Navy 
recently assigned personnel for duty at the Army’s 
Tripler General Hospital at Honolulu, Hawaii, where 
all Naval patients in the Islands are now hospital- 
ized. 
Army Selects 486 New Doctors for Intern Training 

A total of 486 medical school graduates and senior 
medical students have been selected for the Military 
Intern and Civilian Intern Programs, and began 
their internships and training July 1, it was an- 
nounced by Major General R, W. Bliss, Surgeon Gen- 
eral of the Army, 


A movie to show women the basic facts about 
breast cancer, including a simple technique for peri- 
odie self-inspection of the breasts, will be produced 
with a National Cancer Institute grant to the Amer- 
ican Cancer Society, 

Intended for women’s clubs and organizations, the 
film is to be a joint production of the National Can- 
cer Institute and the American Cancer Society. An 
animated color film designed for small projectors, 
it will run for ten minutes, and is part of a public 
information campaign that will include pamphlets 
and other explanatory materials, 
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EXAMINATIONS FOR APPOINTMENT IN THE 
MEDICAL CORPS OF THE U. S. NAvy 


The Bureau of Medicine and Surgery, Navy De- 
partment, has announced that examination for the 
selection of candidates for appointment to the grade 
of lieutenant (junior grade) in the Medical Corps of 
the U. S. Navy will be conducted at all United States 
Naval Hospitals during the period September 12 to 
16, inclusive. 

Graduates of approved medical schools in the 
United States or Canada who have completed intern 
training in accredited hospitals or who will complete 
such training within four months of the date of the 
examination and who are physically and in other re- 
spects qualified, may be examined for appointment 
as Lt. (jg) in the Medical Corps of the Navy. Can- 
didates must be less than 32 years of age at the time 
of appointment, 

Candidates will be required to appear before 
boards of medical examiners and supervisory Naval 
examining boards at the Naval Hospital nearest 
their place of residence to demonstrate their physi- 
cal and professional qualifications for appointment. 
Following approval by the President of the United 
States and confirmation by the Senate, selected can- 
didates will be issued appointment and orders as- 
signing them to duty in a Naval medical facility for 
active Naval service. 

A lieutenant (junior grade) in the Medical Corps 
of the U. S. Navy receives compensation at the fol- 
lowing rate per annum: 


*Added Rental Subsistence 


Base Pay Compen, Allowance Allowance Total 
With 
Dependents 2100.00 $1200.00 $900.00 $511.00 $5011.00 
Without 
Dependents $2400.00 $1200.00 720.00 $255.50 $4575.50 


“The added compensation of $100.00 per month was author- 
ized for payment to medical and dental officers of the 
Naval service by Public Law 365 —s0th Congress approved 
August 5, 1947, 


Detailed information as to form and procedure of 
application may be obtained from the offices of 
Naval Officer Procurement or from the Bureau of 
Medicine and Surgery, Navy Department, Washing- 
ton 25, D. C. (Attn. Code-3424). 


Surprisingly Low Protein Intake of 
Pregnant Women 

Six separate investigations* on the protein intake 
of pregnant women are in striking agreement con- 
cerning the low percentage of patients obtaining an 
amount which is regarded as an adequate daily pro- 
tein intake, As a criterion, these investigators used 
protein intakes of 80 or 85 Gm. daily. The percent- 
age of patients obtaining at least these amounts 
was low, ranging from 7 to 37 per cent. The use of 
Mead’s concentrated protein foods, Protenum and 
Casec, greatly simplifies the problem of encouraging 
an optimum intake of protein during pregnancy. 
Both of these preparations, consisting of protein of 
high biologic value, are palatable and can be incor- 
porated in a number of attractive recipes. 

For literature on Protenum and Casec, write Mead 
Johnson & Company, Evansville 21, Indiana, 
* Bibliography on request. 


Sodium-Free Salt Substitute Again Available 

Manufacture and marketing of Neocurtasal has 
been resumed by Winthrop-Stearns Inc., according 
to announcement by Dr. Theodore G. Klumpp, presi- 
dent, who said it is the first sodium-free salt sub- 
stitute to regain national distribution. 
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"Severe intractable asthma 


requires more strenuous measures. ... Aminophyllin in 
doses of 0.25 Gm. dissolved in 10 cc. of water is 


often very effective when injected intravenously.”! 


To relax spasm, relieve congestion and re- 


store deep, regular breathing, 


has proved a valuable drug—generally 
effective even in epinephrine-refractory cases, 

Searle Aminophyllin is indicated in parox- 
ysmal dyspnea, bronchial asthma, Cheyne- 


Stokes respiration and selected cardiac cases. 


G. D. Searle & Co., Chicago 80, Illinois 


*Searle Aminophyllin contains at least 80% of anhydrous 
theophylline. 


1, Rackemann, F. M,, in Cecil, R. Ls 
Textbook of Medicine, ed. 7, Phil- 
adelphia, W. B. Saunders Com- 
pany, 1948, p. 539. 


SEARLE 


RESEARCH IN THE SERVICE OF MEDICINE 


ey 
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ILLNESS AND INJURY MAKE 
NO APPOINTMENTS WITH 
DOCTORS!! 
Are you insured in your Society’s Plan of Disability 
Insurance approved and made effective in 1940? Since 


that time, we have paid disabled members of the North 
Carolina Medical Society over $300,000.00 in benefits. 


WRITE FOR ENROLLMENT BLANK TODAY. 


J. L. CRUMPTON 
Post Office Box 147 Durham, N. C. 
— Representing— 
COMMERCIAL CASUALTY INSURANCE COMPANY 
NEWARK, NEW JERSEY 


Westbrook Sanatorium 
RICH ¥ INIA 


For the Treatment of NERVOUS and MENTAL DIS- 
ORDERS and Addictions to ALCOHOL and DRUGS 


STAFF: Jas. K. Hatt, Dept. for Men Paut V. Anperson, Dept. for Women 
ASSOCIATES: Ernest H. Alderman, M.D., Rex Blankinship, M.D., John R. 
Saunders, M.D., Thos, F, Coates, Jr., M.D. 
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CHECK LIST 


for choice of 
a laxative 


Phospho- type OF 
Soda ACTION 
(FLEET)* 


EFFECTS 
Free from 
Mucosal Irritation 
Absence of Con- 
stipation Rebound 
No Development 
of Tolerance 


Safe from Excessive 
Dehydration 


No Disturbance of 
Absorption of 
Nutritive Elements 


Causes no 

Pelvic Congestion 
No Patient 
Discomfort 
Nonhabituating 


Free from 
Cumulative Effects 


e 
ADMINIS- 
TRATION 
Flexible Dosage 
Uniform Potency 
Pleasant Taste 


Judicious Laxation 


h h lled action 
through controlled action | 
Phospho-Soda (Fleet)", over the years, 
has won discriminating preference 

by thousands of physicians. . 

because of its controlled action 

its freedom from undesirable side 

effect —and its ease of administration. 

Your prescription of Phospho-Soda 


(Fleet)* assures effective (and safe) 
results. Liberal samples on request. 


C. B. FLEET CO. INC. 
LYNCHBURG, VIRGINIA 


* PHOSPHO SODA’ ond ‘FLEET 
are registered trade marks of C 


~PHOSPHO-SODA 
(FLEET)* 
Phospho-Soda (Fleet) * is a solution 
containing in each 100 cc. sodium 


biphbsphate 48 Gm. and sodium phosphate 18 Gm. 


i 
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Carolina 
Rest Home 


SYMPATHETIC 
UNDERSTANDING 
TREATMENT 


For Male or Female Patients with 


Alcoholic Problems 


Completely New Modern 


Fireproof Structure 


U. S. Highway No. 1 South 
P. O. Box 174 Phone 2-1721 
WEST COLUMBIA, S. C. 


PIERRE F, LaBORDE, M.D. 
Medical Director 


MARGA D. LIVINGSTON, R.N. 
Director of Nurses 


Food for Fun 
...and Thought! 


Enjoy a new treat... 


Sealtest Lemon Flake Ice Cream 
FLAVOR-OF-THE-MONTH 
for July 


Sealtest Ice Cream is good eating—delicious, 
refreshing, an all-time favorite with all the 
family. But more than that, Sealtest Ice Cream 
is a healthful, nutritious food. Recent analysis 
proves it to be higher in Riboflavin than pre- 
viously believed. It’s rich in body-building vita- 
mins, minerals, proteins—including Vitamin A, 
Calcium and 10 important Amino Acids. So, 
isn't it a grand idea to enjoy Sealtest Ice Cream 
often—for good fun and good health? 


ICE CREAM 


Get the Best— Get Sealtest! 


Xx 
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curd of Similac = 
O grams 
truly a fluid food 


» S IMI VAC 


so similar to human breast milk 


that 
there 1s no 
closer 


* 
equivalent 
* Similac protein has been so modified 


* Similac fat has been so altered 
* Similac minerals have been so adjusted 


that 


* There is no closer approximation to 
mother’s milk. 


curd of 
powdered milk 
curd of breast milk = a especially prepared 
infant feeding — 
truly a fluid food 


SIMILAC DIVISION « M & R DIETETIC LABORATORIES, INC. 7 COLUMBUS 16, OHIO 
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SCHELL EMDEE 


This is the most modern and most widely 
accepted bag by the professional clientele 
that is offered on the market today. It is 
especially styled both inside and outside 
for both modern appearance and _ prac- 
ticability. 

The compartments in the divided top 
are arranged so that a blood pressure in- 
strument of almost any type can be car- 
ried on one side and the other side is 
divided in the center for gauze, bandages, 
needles, hypodermics, small bottles, ete. 
The bottom compartment has adjustable 
bottle loops on one side, Case is fully 
lined with washable plastic coated fabric. 
Frame is heavy angle steel for extra 

No, 5800-20-—-SHARK GRAIN COWHIDE strength and has concealed locking de- 

Black and Brown vice which locks the bag at both ends. 

No, 5800-38--SMOOTH TOP GRAIN COWHIDE A top turn lock instantly releases the 

Black only lock and the same it so 

te it is in closing position, e bag can be 

jag has full leather drop type handles 
Sizes: 15” and 17” and extra protective leather corners. 


POWERS AND ANDERSON, INC. 


58-60 Burke St. 227 W. York St. 
Winston-Salem, N. C. Norfolk, Va. 


APPALACHIAN HALL Asheville, North Carolina 


An institution for rest, convalescence, the diagnosis and treatment of nervous and mental disorders, alcohol and 
drug habituation. 

Appalachian Hall is located in Asheville, North Carolina. Asheville justly claims an unexcelled all year round cli- 
mate for health and comfort. Al natural curative agents are used, such as physiotherapy, occupational therapy, 
shock therapy, outdoor sports, horseback riding, ete. Five beautiful golf courses are available to patients, Ample 
facilities for classification of patients. Rooms single or en suite with every comfort and convenience. 


For rates and further information write 
APPALACHIAN HALL, ASHEVILLE, N. C. 
WM. RAY GRIFFIN, M.D. M. A. GRIFFIN, M.D. 
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even after 40, a woman’s work is never done... 


Dishes, dustpans, a thousand details...the three “‘d’s”’ of 

household drudgery...are challenge enough at any age, 

but a stack of dinner dishes can look mountain high to the 

woman in the menopause. This is a disquieting aspect of the 

daily life of such patients that physicians can bring into proper 
perspective with “Premarin.” 

“Premarin” therapy, it has been found, has in it a certain “plus’’ 

that produces a sense of well-being in most women. “Premarin” quickly 


relieves the symptoms of the menopause. It is orally active, and is rapidly 
absorbed from the intestine. 


ee 99 
While sodium estrone sulfate is the principal estrogen Cae 
in “Premarin,” other equine estrogens...estradiol, | 
equilin, equilenin, hippulin...are probably also 
ent in varying amounts as water soluble conjugates. , Pataca 


ESTROGENIC SUBSTANCES (WATER SOLUBLE) 
also known as CONJUGATED ESTROGENS (equine) 


Ayerst, McKenna & Harrison Limited 22 East 40th Street, New York 16, New York 
4901 


| 
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TUCKER HOSPITAL, INC. 


212 West Franklin Street 
Richmond, Virginia 


A private hospital accepting for diagnosis and treatment organic neuro- 
logical conditions, selected psychiatric and alcoholic cases, metabolic dis- 
turbances of an endocrine nature, individuals who are having difficulty 
with their personality adjustments, and children with behavior problems. 
Patients with general medical disorders admitted for treatment under our 
staff of visiting physicians. 


Under the Professional Charge of 
Dr. HOWARD R. MASTERS, DR. JAMES ASA SHIELD 
AND ASSOCIATES 


e 
Catalog on Application 


DRINK 


TRADE MARK REG. 


You trust 
its quality 
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prescribe Bromural for daytime sedation, 
one tablet every three to five hours. For 
sleep, 2 or 3 tablets upon retiring or 
when wakeful during the night. 
BROMURAL, brand of Bromisovalum, mono- 
is available as 5-grain tab- 
lets and in powder form. 


ORANGE, NEW JERSEY 


J. P. King, M.D. 


SAINT ALBANS SANATORIUM 


RADFORD, VIRGINIA 


A private institution for the diagnosis and treatment of nervous and 
mental disease, alcoholism and those requiring general up-building. 


J. K. Morrow, M.D. D. D. Chiles, M.D. T. E. Painter, M.D. 
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BRAWNER’S SANITARIUM 


Established 1910 
SMYRNA, GEORGIA 
(Suburb of Atlanta) 


Vv 


FOR THE TREATMENT OF 
Nervous and Mental Disorders, Drug 
and Alcohol Addictions 


Jas. N. BRAWNER, M.D. 
Medical Director 


ALBERT F. BRAWNER, M.D. 
Dept. for Men 


Jas. N. BRAWNER, JR., M.D. 
Dept. for Women 
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C om pliments of 


Wachtel’s, Inc. 


SURGICAL 
SUPPLIES 


65 Haywood Street 
ASHEVILLE, North Carolina 


Telephones: 1004-1005 


P. O, Box 1716 


HIGHLAND HOSPITAL, Ine. 


FOUNDED IN 1904 


ASHEVILLE 


NORTH CAROLINA 


AFFILIATED WITH DUKE UNIVERSITY 


A non-profit psychiatric institution, offering modern 
diagnostic and treatment procedures—insulin, elec- 
troshock, psychotherapy, occupational and recrea- 


tional therapy——for nervous and mental disorders. 


The Hospital is located in a sixty-acre park, amid 
the scenic beauties of the Smoky Mountain Range 
of Western North Carolina, affording exceptional 
opportunity for physical and nervous rehabilitation. 


The OUT-PATIENT CLINIC offers diagnostic services 
and therapeutic treatment for selected cases desiring 


non-resident care. 


R. Charman Carroll, M.D., Diplomate in Psychiatry 
Medical Director 
Robt. L. Craig, M.D., Diplomate in Neurology and 
Psychiatry 
Associate Director 
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titute Greensboro, North Carolina 


ALCOHOLISM TREATED AS A DISEASE Over 50 years experience Male patients 
exclusively -Mental cases not accepted. No patient locked up or forced to take treatment. 
Experienced physicians’ counseling is designed 
for maintenance of sobriety after rehabilitation. 


Reservations by Telephone 2-4413, Greensboro, North Carolina. Postoffice Box 29. 


A. F. FORTUNE, M. D, MEDICAL DIRECTOR BEN F. FORTUNE, M. D., ASSOCIATE MEDICAL DIRECTOR 


LIFETIME ACCIDENT INDEMNITY 
TWO YEARS SICKNESS INDEMNITY 


For Physicians And Surgeons 


Fifteen Yeats of Satisfactory Service to the Medical Profession 


HERE IS A POLICY WITH NO TECHNICALITIES | 


Incontestable after one year, as to origin of disability. 
No age limit, if policy is purchased before age 60. 

No house confinement required. 

Non-cancellable for period during which premium is paid. 


Loss of Time: Pays $200.00 per month 
for Total Disability due to ACCIDENT LIFE 


Loss of Time: Pays $200.00 per month 
for Total Disability due to SICKNESS up to $4800.00 


Hospital or Graduate Nurse at home, 
$100.00 per month, additionally, up to 200.00 


Surgeons Fees: If your injuries require a doctor, 
but cause no loss of time, bills are paid, up to 50.00 


INDEMNITIES MAY BE PURCHASED AS ABOVE OR FOR SMALLER AMOUNTS 
RALPH GOLDEN 


REPRESENTING 


INTER-OCEAN INSURANCE COMPANY 


222 PIEDMONT BLDG. GREENSBORO, N. C. 
F. W. SARLES, STATE MANAGER 


| 
The Keeley Ins 
| 
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FOR PATIENTS WITH 


ALCOHOLIC 
PROBLEMS 


... The Farm 


A non-institutional arrange- 
ment in Howard County, 
Maryland, for the individual 
psychological rehabilitation of 
a limited number of selected 
voluntary patients with AL- 


COHOL problems—both male 
and female—under the psychi- 


atric direction of Robert V. 
Seliger, M.D. 


City office: 


2030 Park Ave. Baltimore, Md. 


| 
| 
| 


| 
T 1 


&y 
Expert Craftsmen 


The knee-joint cross- 
section shows that 
Hanger Artificial 
Limbs are not com- 
plicated mechanisms, 
not loosely-fitted pieces, but a fewexpertly-machined |) 
parts carefully assembled by experts. The simple 
construction making possible the efficient operation 
of Hanger Limbs is the result of long study and re- 
search. It is dependent on precision-made parts 
properly assembled. Hanger craftsmen are carefully 
selected and trained for this important work. Each 
Hanger Limb therefore conforms to specifications 
developed by years of experience, 


‘HANGERS tines 
LIMBS 

256 Hillsboro St. 735 N. Graham St. 
Raleigh, N.C. Charlotte, 


é 


For Shy, Nervous, Retarded Children £4 | 


Year round private home and school for 
girls and boys of any age on pleasant 150 { 
acre farm near Charlottesville. 

Individual training and care, expert { 
teachers. Limited enrollment, amusements, 
special diets, medical care if necessary. { 


Entrance made at any time. Write for | 
Booklet. ! 
Mrs. J. Bascom Thompson, Principal | 

THE THOMPSON | 
, HOMESTEAD SCHOOL { 
Free Union, Virginia | 


WITCHWOOD 


— Virginia Beach, Va. 


Vincent E. Laseara, M.D., Visiting Physician and Consultant in Nervous Diseases. 


For those who wish exclusive 
surroundings with nursing 
care. Open year ‘round at 
35th Street and Pacifie Ave- 
nue. Telephone Virginia 
Beach 791. References ex- 
changed. 


Mrs. Susan Zollicoffer White, 
Owner and Manager 


| 
| 
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STUART CIRCLE HOSPITAL 


413-21 Stuart Circle 
Medicine: 


Alexander G. Brown, Jr., M.D. 


Manfred Call, IIL, M.D 
M. Morris Pinckney, M.D. 


Alexander G. Brown, III., M.D. 


John D, Call, M.D. 


Obstetrics and Gynecology: 
Wm. Durwood Suggs, M.D. 
Spotswood Robins, M.D. 


Orthopedics: 
Beverley B. Clary, M.D. 


Pediatrics: 
Charles P. Mangum, M.D. 
Algie S. Hurt, M.D. 


Ophthalmology, Otolaryngology: 
W. L. Mason, M.D. 


Pathology: 
Regena Beck, M.D. 


Director: 
Charles C, Hough 


RICHMOND, VIRGINIA 


Surgery: 
Stuart N. Michaux, M.D. 
A, Stephens Graham, M.D. 
Charles R. Robins, Jr., M.D. 
Carrington Williams, M.D. 
Richard A. Michaux, M.D. 


Urological Surgery: 
Frank Pole, M.D. 


Oral Surgery: 
Guy R. Harrison, D.D.S. 


Roentgenology and Radiology: 
Fred M. Hodges, M.D. 
L. O. Snead, M.D. 
Hunter B. Frischkorn, Jr., M.D. 
Randal A. Boyer, M.D. 


Physiotherapy: 
Irma Livesay 


Bacteriology: 
Forrest Spindle 


BROADOAKS SANATORIUM 


MORGANTON, NORTH CAROLINA 


James W. Vernon, M.D. E. H. E. Taylor, M.D. J. T. Vernon, M.D. 


whrosdoska Sanaté@rius 


A PRIVATE HOSPITAL FOR THE TREATMENT OF NERVOUS AND 
MENTAL DISEASES, INEBRIETY AND DRUG HABITS 

A home for permanent care of selected cases of chronic nervous and mental diseases. 
Equipped for treatment by approved methods. Billiards, tennis and other diverting amuse- 
ments. Located in Piedmont North Carolina, the climate is mild and invigorating at all 
seasons. 

The three medical officers of the staff reside at the sanatorium and devote their full time 
to the care and service of the patients. 


| 
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ACCIDENT - HOSPITAL - SICKNESS 


INSURANCE 


SURGERY- al Technique, FOR PHYSICIANS, SURGEONS, DENTISTS 

two weeks, starting July 25, August 22, Sept. 26. 

Surgical Technique, Surgical Anatomy and Clinical EXCLUSIVELY 
Surgery, four weeks, starting July 11, August 34, 
September 12. 

Surgical Anatomy and Clinical Surgery, two weeks, 
starting July 25, August 22, September 26, 

Surgery of Colon and Rectum, one week, starting 
September 12, October 10, 

Ksophageal Surgery, one week, starting October 10. 


PHYSICIANS 
SURGEONS 
DENTISTS 


COME FROM 


Thoracic Surgery, one week, starting October 3, $5, 000.00 idental death $8.00 
Breast and Thyroid Surgery, one week, starting en ea 
October 10, $25. 00 weekly ind demnity, Quarterly 


Fractures and Traumatic Surgery, two weeks, start- 


ing October 3. 10,000.00 accidental death $16.00 
CGYNECOLOGY-—Intensive Course, two weeks, starting 50.00 weekly indemnity, Quarterly 
September 26, October 24, ¥ accident and sickness 
Vv — Approach to Pelvic Surgery, one week, start- | 
ing September 19, November 7. | $15,000.00 accidental death $24.00 
OBSTETRICS~—Intensive Course, two weeks, starting $75.00 weekly indemnity, Quarterly 
September 12, November 7. accident and sickness 
MEDICINE-- Inte sive General Course, two weeks, start $20 000.00 accidental death $32.00 
Pie Aware Bad two weeks, starting October 24 $100.00 weekly indemnity, Quarterly 


Gastroscopy, two weeks, starting July 1s, Sept. 26, 
Electrocardiography and Heart Disease, two weeks, 


Cost has never exceeded amounts shown. 


Starting July 18. ALSO HOSPITAL EXPENSE FOR MEMBERS, 
Klectrocardiography and Heart Disease, four weeks, WIVES AND CHILDREN 
starting September 7. | ms 
ose ATRICS —Personal Course in Cerebral Palsy, two 85¢ out of each $1.00 gross tncome used 
ks, starting August 1. 


October 24, 


ee | 
DE RMATOLOGY Formal Course, two weeks, starting for members’ benefit 
| 


Informal Clinical Course every two weeks. 

Course, two weeks, starting Sep $3,700,000.00 $15,700,000.00 
tember 26, INVESTED ASSETS PAID FOR CLAIMS 
Ten Day Practical Course in Cystoscopy every two | $200,000.00 deposited with State of Nebraska for protection 

weeks. of our members. 
GENERAL. 
Disability need not be incurred in line of duty— 
TEACHING FACULTY ATTENDING STAFF OF | benefits from the beginning day of disability 
COOK COUNTY HOSPITAL | PHYSICIANS CASUALTY ASSOCIATION 
. Address: Registrar, PHYSICIANS HEALTH ASSOCIATION 
427 South Honore Street, Chicago 12, Hlinois | 47 years under the same management 


400 FIRST NATIONAL BANK BUILDING, OMAHA, 2, NEB. 


GLENWOOD PARK SANITARIUM 


Founded by 
W.C. ASHWORTH, 


DvD. 


1904 


GREENSBORO, 
North 
Carolina 


Established in 1904 and continuously operated since that date for 
the medicinal treatment of drug and alcoholic addictions. Located in an 
attractive suburb of Greensboro where privacy and pleasant surroundings 


are to be found. C. R. RINER, M.D., Medical Director 


Address: GLENWOOD PARK SANITARIUM, Greensboro, N. C. 
Telephone: 2-0614 


XXX 
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“IN THE MOUNTAINS OF MERIDIAN” 


HOYE'S SANITARIUM 


Meridian, Mississippi 


DIAGNOSIS AND TREATMENT OF NERVOUS 
AND MENTAL DISEASES AND ALCOHOLICS 
Shock Therapy, (Insulin, Metrazol, Electro 
Shock). Other approved treatments. Violent 
patients or Morphine addicts not accepted. 
A good place to spend a Vacation, 
Write P. O. Box 106 
Telephone 524 


DR. M. J. L. HOYE, 
Superintendent 


Fellow of the American Psychiatric 
Association 


BROOK HAVEN MANOR 


Newdigate M. Owensby, M.D. 


Psychiatrist-in-Chief 


Here the mentally and emotionally sick patient will find 
all the traditional charm of a Southern Manor House.... 
a bright and friendly world of smart decor, 
pleasing diversion and memorable cuisine .... 
blended with individualized methods of treatment. 


BROOK HAVEN MANOR SANITARIUM 
STONE MOUNTAIN, GA, 
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_ hemostatic 


Promptly and effectiv controls 


SQ 


“absorbable 


Completely absorbed from various types of tissue; 


convenient 
Requires no cumbersome preparatory procedures; 
applied directly to bleeding surfaces as it comes 
from the container; 


practical 


Pliable; easy to apply; conforms readily 
to wound surfaces; 


versatile 


Available in forms adaptable to a maximum of uses. 


DAVIS & COMPANY 
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surgical technic 


In general surgery and in the specialized branches 

of surgery OXYCEL (oxidized cellulose, Parke, Davis 
& Company ) aids the operator by stopping bleeding 
not readily controllable by clamp or ligature. This 
refinement in surgical technic is made possible by the 
the distinctive features of OXYCEL. 


PACKAGE INFORMATION 

OXYCEL is supplied in individual screw-capped bottles. 

OXYCEL PADS (Gauze Type) Sterile 3” x 3” eight-ply pads. 
OXYCEL STRIPS (Gauze Type) Sterile 18” x 2” four-ply strips, 
pleated in accordion fashion. 

OXYCEL PLEDGETS (Cotton Type) Sterile 24%" x 1” x 1” portions. 
OXYCEL FOLEY CONES Sterile four-ply gauze-type discs of 5” or 7” 
diameter folded in radially fluted form, used in prostatectomy. 


DETROIT 32, MICHIGAN 
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ereughly cooked ond 
fed and mineral 


No cooKina Ade 
There is only one Pablum. It ecm gee 

was originated in 1932 by and 

is made by Mead Johnson & 

Company. ‘‘Pablum"’ is the 

registered trademark of Mead 


Johnson & Company for this 


pioneer vitamin-and-mineral- 
enriched precooked mixed ce- 
real food. 


Pabena was introduced by 
Mead Johnson & Company in 
response to numerous requests 


by the medical profession. 
“Pabena”’ is Mead Johnson's 
registered trademark for this 
vitamin - and- mineral - enriched 
precooked oatmeal food. 


MANY PHYSICIANS RECOGNIZE MEAD JOHNSON AND 
COMPANY’S PIONEER EFFORTS IN THE FIELD OF INFANT 
CEREALS BY SPECIFYING “PABLUM”’—AND ALSO THE NEW 
PABLUM-LIKE OATMEAL CEREAL KNOWN AS “PABENA” 


= 
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Of wheat: Wr ), oatmeal, j 
Rast chioride, powdered altalta leat 
ang iron. Pablum is thorouay 
ang” Sted, with resultant rupture of the 
calcium and phosphen com 
low in crude fiber, palatable. 
ay Mest any, Paved for human use, sodium chloride. 
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